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Summary
Participation in a ‘low threshold’ community mental health service: an 
ethnographic study of social interaction, activities and meaning 
An overall aim of this thesis was to contribute with knowledge about social 
interaction, activity and user participation in low threshold community mental health 
services, what participation in such settings meant for service users in daily life and how 
professionals in the same service experienced their mental health work and professional 
roles. Other aims were that findings from the empirical study should contribute to the 
further developments of community mental health work and a broader understanding of 
‘participation’ as a theoretical concept and perspective applied to mental health work 
and rehabilitation. The empirical study had an ethnographic design; conducted as 
fieldwork within a low threshold community mental health service for eighteen months. 
Research methods were participant observation, individual interviews with service users 
and focus group interviews with professionals. 
       An increase in psychiatric hospitals in the first half of last century, followed by a 
reduction of such institutions during the second half has been an international trend. 
Such developments have practical consequences in daily life for many who live with 
mental health problems. Services with an open, flexible organisation, offering a mix of 
professional- and peer-support have, thus, been encouraged as part of a ‘recovery 
oriented’ approach in some countries. In Norway, such services have recently also been 
recommended as a strategy of health promotion in the mental health area. Findings from 
this study suggests that a mix of professional and peer-support provides opportunities 
for receiving social support, as well as for active participation and mutual relationships
among service users in daily life. For informants in the study, participation and mutual 
support enhanced self-confidence and experiences of recognition. Attending the service 
based on their own felt needs helped many to also participate in the wider community.
Professionals described knowledge and experience as important for a flexible, low 
threshold approach in mental health work. This service organisation permitted more 
egalitarian relationships with users, than work in institutions.  
The study contributes with knowledge about participation in the mental health area, 
and how both social support and challenges may enhance participation by providing 
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opportunities for mutual recognition for people with mental health problems. Social 
exclusion and experiences of mental distress are barriers to such experiences and 
community mental health services should support peoples’ possibilities for sustaining a 
life situation in the community. 
vSammendrag
Deltakelse i et lavterskeltilbud innen kommunalt psykisk helsearbeid: en etnografisk 
studie av sosial samhandling, aktiviteter og opplevelser av mening
Et overordnet mål for denne avhandlingen har vært å bidra med kunnskap om sosial 
samhandling, aktiviteter og brukermedvirkning i lavterskeltilbud innen kommunalt 
psykisk helsearbeid, hva deltakelse i slike settinger betyr for tjenestebrukere i deres 
dagligliv, og hvordan fagansatte i den samme tjenesten opplever sitt arbeid og sin 
fagrolle. Andre målsetninger har vært at funn fra den empiriske studien skal bidra i den 
videre utviklingen av kommunalt psykisk helsearbeid og en bredere forståelse av 
deltakelse som teoretisk begrep og perspektiv på området psykisk helsearbeid og 
rehabilitering. Studien har en etnografisk design; gjennomført som feltarbeid i et 
lavterskeltilbud innen kommunalt psykisk helsearbeid i 18 måneder. 
Forskningsmetodene var deltakende observasjon innen tjenestetilbudet, individuelle 
intervju med tjenestebrukere og fokusgruppeintervju med fagansatte. 
En økning av psykiatrisk sykehusbehandling i første halvdel av forrige århundre og 
en påfølgende reduksjon av institusjonsbehandling i siste halvdel har vært en 
internasjonal trend. Slike endringer får konsekvenser for mange som lever med psykiske 
helseproblemer. Tjenester med en åpen, fleksibel organisering, som tilbyr både støtte fra 
fagansatte og brukere seg i mellom, har blitt anbefalt som en del av en «recovery-
orientert» tilnærming i psykisk helsearbeid i enkelte land. I Norge anbefales 
lavterskeltilbud som en helsefremmende strategi, også på psykisk helse-området. Funn 
fra denne studien viser at en blanding av profesjonell hjelp og brukermedvirkning gir 
tjenestebrukere muligheter for både å motta sosial støtte og delta aktivt; noe som kan 
bidra til en utvikling av gjensidige relasjoner i dagliglivet. For flere informanter i denne 
studien bidro deltakelse og gjensidig støtte til økt selvtillit og opplevelser av å bli 
anerkjent. Å benytte tjenesten basert på egne behov bidro også til økt deltakelse i 
lokalsamfunnet for mange. For fagansatte var fagkunnskap og erfaring viktig for 
utøvelsen av psykisk helsearbeid med en fleksibel, lavterskel tilnærming, og en slik 
tjenesteorganisering muliggjorde mer likeverdige relasjoner med brukerne enn fagrollen 
i institusjoner.             
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Studien bidrar med kunnskap om hvordan en blanding av sosial støtte og 
utfordringer kan øke aktiv deltakelse og tilby muligheter for gjensidig anerkjennelse for 
mennesker som lever med psykiske helseproblemer. Sosial eksklusjon og psykisk stress 
kan hindre slike erfaringer og lokalbasert psykisk helsearbeid bør støtte menneskers 
muligheter for å opprettholde sin livssituasjon i lokalsamfunnet.  
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1Participation in a ‘low threshold’ community mental health service: an 
ethnographic study of social interaction, activities and meaning 
1. INTRODUCTION
This thesis is about social interaction, activities and user participation within a low 
threshold community mental health service, what participation in such settings mean for 
service users and how professionals in the same service experience and describe their 
mental health work and professional role. During the past fifty to sixty years some 
fundamental changes have taken place in the field of psychiatry and mental health work 
in Norway, as in several other countries in the ‘western world’. Following an increase in 
the number of psychiatric hospital beds in the first half of last century, mental health 
services have been gradually restructured towards what has become known as 
‘community care’ (Pedersen & Kolstad 2009, Prior 1993, Ramsdal 2013). Further 
developments of community mental health services that support user participation, as 
well as independence and active participation in daily life, have been encouraged, both 
internationally (WHO 2001b, WHO 2005, WHO 2007) and in Norway (Helse og 
omsorgsdepartementet 2013, Sosial og helsedirektoratet 2005, Sosial og 
helsedirektoratet 2006). Such developments are important for many who live with 
mental health problems, as support from mental health services often play a part in their
daily lives. These changes also suggest new roles for people with mental health 
problems; from being mainly treated as patients, towards participation as service users 
and to experience agency and control in their own life situations (Corrigan et al. 2008,
Craig 2006, Sayce 2000). 
Changes in service organisation as those described above have been accompanied by 
changes in mental health policy and ideology: from a mainly biomedical approach, 
towards a focus on social interaction as well as aims of social integration, social 
inclusion and, more recently, ‘participation’. Such developments also influence on the 
practice of mental health work and professionals’ roles; towards meeting people’s needs 
for support as well as to encourage their active participation, both as service users and in 
2their daily life situations in the community (Anthony et al. 2002, Elstad & Hellzén 2010, 
Hydén 2004, Petersen 2009, Ramon & Williams 2005, Sterling et al. 2010). Social 
scientific and humanistic perspectives on mental health and illness also highlight the 
need to reduce barriers for social inclusion in society and support participation in daily 
life in the community for people with mental health problems (Borg & Karlsson 2013, 
Elstad & Norvoll 2013, Norvoll 2013). Recent developments in the community mental 
health area in several countries, has been services with a flexible and accessible 
organisation, which often offer a mix of professional- and peer-support (Conradson 
2003, Hall & Cheston 2002, Kristiansen 2000, Parr 2000, Parr 2008, Whitley et al. 2008,
Whitley et al. 2012). In Norway, further developments of such ‘low threshold’ services
have been encouraged as a strategy of health promotion and prevention of mental health 
problems (Dalgard et al. 2011, Helse og omsorgsdepartementet 2013, Helsedirektoratet 
2010). 
The present empirical study has been conducted within a low threshold municipal 
community mental health service in a Norwegian city. This service, which has an 
accessible and flexible approach, consists of three centres called ‘meeting-places’.
People choose how to attend these centres and they are not registered as patients. Thus, 
this study’s informants among the service users are a heterogeneous group of people, 
who share the following characteristics: all are adults who voluntarily visit community 
mental health centres, based on their experiences of mental health problems and felt 
needs for support and company in their daily life situations. These centres have been 
studied as examples of a new type of community mental health service, which offers 
their users opportunities for receiving social support as well as active participation. My 
intention has not been to evaluate or compare these settings, but to use all three centres 
as a research context in order to provide variation in the data collected.
Diagnoses or psychiatric treatment were neither the approach of the service chosen as
research context nor the focus for this social scientific study. Most key informants did, 
however, speak about having previous experiences as patients in psychiatric hospitals,
some for several years (Elstad & Eide 2009, Elstad & Kristiansen 2009). The 
professionals who work within this service practice their mental health work through 
3face-to-face interaction with service users on a day-to-day basis. Communication 
through social interaction between professionals and service users is central to clinical 
mental health work. I therefore included professionals who work in this service as
informants, as their experiences and views could contribute to an enhanced
understanding of how mental health work and the professional role in low threshold 
community mental health services is carried out and experienced. The workforce in this
service is multi-professional; represented by the areas of occupational therapy, nursing, 
social work and social education (Norwegian: vernepleie) during this study.
Themes for the theoretical approach and research questions for the empirical study have 
been developed from my interest in the social aspects of mental health and illness, 
community mental health service developments, and how mental health work can support 
people who live with mental health problems in their daily life situations. These interests 
are based on my previous experiences from practising as a mental health nurse and from 
teaching mental health work, as well as from previous theoretical studies and research in 
the field of health science (Elstad 1999). This thesis’ research project has an empirically 
oriented, practice-near approach to studying participation and meaning (Sharkey & Larsen 
2005), based on service users’ and professionals’ actions, interaction, experiences and 
understandings within a community mental health service context. Links to the concept of 
participation as applied to daily life and to Honneth’s (1995) theory of recognition were 
developed during the field study and the process of data analysis (chapters 3-4). In 
studying health-related issues, health science often draw upon theories from such areas as 
sociology, social psychology, as well as theories from the relevant clinical field. In my 
general approach to the research themes and research questions, I position myself within 
this tradition of social scientific health studies and health services research.
My research approach has been within an ethnographic tradition of studying people’s
face-to-face social interaction and activities, as they naturally occur in particular situations 
and settings. In ethnography, exploring everyday life, social interaction and people’s
experiences of meaning from an inside perspective is central (Rock 2009, Sharkey & 
Larsen 2005). This traditional ethnographic approach has a range of theoretical influences, 
such as critical theory, phenomenology and hermeneutics. A common theoretical 
4perspective guiding studies of social interaction in particular settings is symbolic
interactionism (Blumer 1967), which is also my general approach, as described in chapter 
3. An early ‘naturalistic’ tradition has been criticised for the belief that through close 
observations within a field of inquiry, researchers are able to ‘tell it like it is’.
Ethnography with a social interactionist approach has, however, developed in a direction 
where people’s social construction of their culture is also central (Fangen 2004, 
Hammersley & Atkinson 2007, Norvoll 2006). Broad research themes related to the social 
aspects of living with mental health problems influenced the study design, and 
observations during fieldwork fed into the further data collection and theoretical study 
during the research process (Delamont 2007, Hammersley & Atkinson 2007, Lofland et 
al. 2006, Silverman 2005). The research methodology and data collection will be 
described in more detail in chapter 4.
My choice of an ethnographic approach in the empirical study has been based on 
theoretical perspectives and previous research, which will be presented in chapters 2 and 
3. An interest in knowledge development from studying practice and the meaning this has 
for those who act and interact has also been inspired by my own previous research; while 
conducting a quantitative study of social interaction and reported quality of life among 
people with mental health problems (Elstad 1999). In addition, my previous experiences 
from clinical mental health work, as well as from teaching nursing, social education (in 
Norwegian: vernepleie) and, at present, multi-professional mental health work have 
influenced on the design and research questions.
1.1 Mental health problems and mental distress
The percentage of the population in Europe reported to have had a mental illness during 
the previous year has been estimated to be about 32 % (Dahl & Friestad 2013). Similarly, 
in studies from Norway this reported percentage has varied between different studies, 
ranging from 10 % up to 33 %. The percentage of the population in Norway who acquire 
some form of mental illness during their lifetime (i.e. the lifetime prevalence) has been 
reported to be from 25 % to 52 % and these figures also vary between different studies
(Helsedirektoratet 2013). Such figures cover a whole range of mental health problems and 
conditions, some of which can have serious negative impacts on people’s functioning in 
5their daily life situations and on their quality of life. Mental health problems are, however, 
understood from several perspectives and from biomedical, psychological, humanistic and 
social scientific traditions (Borg & Karlsson 2013, Boyd 2008, Ekeland 2011, Haugsgjerd 
et al. 2009, Norvoll 2013, Rogers & Pilgrim 2005, Skårderud et al. 2010). Across such
disciplines there is a general agreement that mental health and illness have important 
social dimensions (Bø & Schiefloe 2007, Dalgard et al. 1995, Elstad & Norvoll 2013, 
Hydén 2005, McKenzie & Harpham 2006). 
Experiences of mental health problems are often accompanied by reduced social contact 
and sometimes social exclusion. When social interaction is experienced as problematic, 
whether this is due to distress or stigmatising responses from others, it can lead to social
withdrawal and isolation (Norvoll 2013, Granerud & Severinsson 2006, Rogers & Pilgrim 
2005, Sayce 2000). Although people’s needs for social contact vary, research over several 
decades has shown that a life situation with few social ties and a lack of supportive social 
relationships has negative effects on mental health in populations (Dalgard et al. 1995,
Dohrenwend & Dohrenwend 1969, Faris & Dunham 1939, Fisher 1982, Leighton 1959, 
Srole et al. 1962). On the other hand, available social contact and support can be vital for 
experiencing positive mental health (Elstad & Norvoll 2013, Hummelvoll 2012). Research 
and theories about the social aspects of mental health and illness will be further described 
and discussed in chapters 2 and 3.
Distress related to mental health problems varies between people, and individuals’ 
experiences of mental ill health often fluctuate over periods of time (Boyd 2008, Parr 
2008, Skårderud et al. 2010). What ‘psychiatric patients’ or ‘mental health service users’ 
share as a group are experiences of mental health problems and/or receiving mental health 
services. People who share such experiences are, however, often portrayed as a 
homogenous group, and as if being ‘patients’ or ‘service users’ is their ‘master-status’
(Elstad & Norvoll 2013). Contrary to this, people who live with mental health problems 
can function well in daily life, but some in this situation may need extra support and
relevant opportunities to use their resources (Borg 2007). This is also in line with my 
previous experiences from clinical mental health work. Obviously, like the rest of the 
6population, people with experiences as users of mental health services have different 
views on- and experience different needs for social support, treatment and care.
Psychiatric hospitals and other specialist mental health services offer treatment and
therapy. While such approaches are important for people, for example when experiencing 
acute traumas or crises, supporting people in daily life requires a broader, psychosocial 
approach (Anthony et al. 2002, Corrigan et al. 2008, Ramon & Williams 2005, Sandlund 
2004). Although themes in this thesis relate to the social aspects of mental health 
problems, I view different types of treatments approaches as complementary; not as 
opposites. Clinical approaches can, however, become problematic if treatment based on 
disease or illness models are applied in situations where people need and wish for support 
to sustain a good life in the community. In this thesis, the terms ‘social’ and
‘psychosocial’ are both used about this approach, as both these terms are also used in the 
literature relating to social scientific perspectives on mental health and illness.
1.2 Studying participation in a community mental health service context
Community mental health work on the ground level influences daily life for many service 
users. How user participation is enacted and experienced by service users and 
professionals within such health service contexts is therefore an important issue. Other 
important questions relate to what participation in low threshold community mental health 
services could mean for service users’ experiences of mental health and functioning in 
their daily life situations. A further point is to acknowledge the value of the actions,
relationships, experiences and views of service users and the professionals with whom 
they interact. Knowledge and understanding from an inside perspective are of central
importance to developing clinical mental health work and community mental health 
services that are experienced as supportive and helpful towards enabling people with 
mental health problems to live fulfilling lives in their communities.
Mental health services have been, and are still undergoing processes of change. During the 
last few decades there has, for example been an increased emphasis on service users’ 
rights to be involved in decisions about their own treatment and also, as a group, to have 
influence on service development (Sosial og helsedirektoratet 2006). These changes will 
7be further described and discussed in chapter 2. Here I will briefly illustrate this point with 
a quote from Mezzina (2005: 89), who describes a vision for mental health services, ‘from 
total institutions to community services and from the illness to the person’, in the 
following way:
We must envision horizontal organizations, with flat hierarchies, which are 
internally open and participatory, made up of men and women who work as 
professional subjects immersed in a community to which they must respond and 
be accountable. Their practices should be based on the recognition of the user’s 
contribution, either to his/her own or to everybody’s mental health. These 
practices must be accessible to demands and must offer flexible services based 
on the non-selection of users, maintaining and dealing even with the most 
difficult conditions within the community. Transformed knowledge, and 
knowledge which continues to transform itself, comes therefore from practices 
that ‘shoulder the burden’, and which actively aid and sustain, step-by-step, the 
social itinerary of the person who suffers. 
A ‘low threshold’ organisation means that a service is accessible and flexible to a larger 
degree than more traditional mental health services. In the service studied in this empirical 
research, there are no intake procedures or selection based on psychiatric diagnoses or 
symptoms, which means that people attend the service voluntarily and according to their 
own felt needs. Thus, in this thesis I do not use diagnostic terms, but the broad terms 
‘mental health problems’ or ‘mental distress’. These terms cover a variety of experiences, 
which in some of the literature have also been described as ‘psychiatric’ or ‘psychosocial’ 
disability (Anthony et al. 2002, Corrigan et al. 2008, Grunewald 2000, Hydén 2005, 
Sandlund 2005, Spaniol et al. 1997). 
Available help and support in the community aim to make a living situation outside 
institutions possible for persons who live with mental health problems. Important 
questions for service development and mental health work remain, such as how to achieve 
a balance between rights to receive support towards autonomy in daily life and rights to 
receive professional help when needed (Wing 1990). New service developments should be 
accompanied by research-based knowledge that explores what users and professionals do, 
8seen in the light of official health policy and ideology (Prior 1993, Savage 2006, Søder 
1992). It has, therefore, been argued that there is a need for studies that go behind policy 
aims and ‘reveal’ what they imply and mean in practical terms (Gask & Rogers 1998, Parr 
2008, Pilgrim 2009). There is a need for research-based knowledge about practice and 
social interaction within community mental health services with a low threshold approach. 
Studying such often complex organisations from an inside perspective may contribute to 
opening up what has been described as a ‘black box’ in research (Larsen 2007). This way, 
such ‘practice-near’ knowledge can, potentially, contribute to mental health services 
research and the further development of community mental health work.
Changes in mental health policy and the restructuring of mental health services have 
important ideological aspects. As Prior (1993) and Søder (1992) have both discussed, 
policy, organisation and ideology are important frameworks that influence on mental 
health work. Ideology and organisational changes do not, however, tell us how social 
support is enacted on the ‘ground level’ in a service. It is through practice and face-to-face 
interaction with professionals on the ground level that service users experience whether a 
service is helpful (Lipsky 1980, Schøn 1983). A process of restructuring the mental health 
service towards increased community-based services, that is taking place, have practical 
consequences for the daily life situations of people who live with mental health problems 
and need support in daily life. This is an important reason for studying participation and 
meaning based on their experiences (Larsen 2007, Pilgrim 2009).  There is also a lack of 
research-based knowledge about the content of low threshold community mental health 
services and a need for research that can contribute to a broader understanding of what 
user participation and mental health work in such settings implies.
1.3 Research aims and central research questions
Overall aims for this study has been to explore social interaction and activities within a
low threshold community mental health service and, thus, from an inside perspective, to 
contribute new understandings of how social support and users’ participation are enacted. 
A further aim was to explore what participation in this service means for service users as 
part of their daily life in the community, and how the professionals experience their 
mental health work and professional roles. Knowledge from the study will, hopefully, also 
9contribute to a broader understanding of the concept of participation as applied to mental 
health work, and to developments of community mental health services that are helpful in 
supporting people with mental health problems in their daily lives in the community. 
Findings from the study will be analysed and discussed against background knowledge 
and theories about the social aspects of mental health and illness, previous research in this 
area and developments in community mental health work and service organisation, which 
will be presented in the next part of this thesis.
This introduction has provided an overview of the central themes which will be further 
described in chapters 2 and 3, and it also serves as an introduction to the main themes 
studied, which are presented in the four papers. The different parts of the study evolved as 
the research progressed. Thus, themes and research questions for studies 2 - 4 were 
developed based on the emerging findings from data collection and analyses during 
participant observation, which is presented in paper 1. In this way, descriptions and 
interpretations of the study context, including social interaction in situated activity and 
field conversations presented in paper 1 functions as a backdrop for the parts of the study 
presented in papers 2 – 4. The points below presents an overview over the central themes 
and research questions in the empirical study and indicates in which of the papers each 
theme is addressed.
Central themes and research questions:
x What characterises the localities, atmosphere, activities and social interaction 
within low threshold community mental health centres? (Paper 1)
x How is social support and user participation enacted within this service?
(Papers 1 and 3)
x How do service users describe and understand their experiences of participation?
(Papers 2 and 3) 
x What does user participation in the service mean for users and professionals?
(Papers 3 and 4) 
x What does participation as users of the centres mean for the daily life situations of 
people who live with mental health problems? (Paper 2)
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x How do professionals in a low threshold community mental health centre 
experience their mental health work and professional role? (Paper 4)
Specific aims for each of the four papers:
Paper 1: To contribute knowledge about participation in activities and social interaction 
within the context of an accessible, ‘low threshold’ community mental health service, by 
studying how social support in daily life is enacted and experienced.
Paper 2: To understand what meaning attending community mental health centres has for 
service users in their daily life situations in the community, by exploring their experiences
of participation through individual interviews.
Paper 3: To shed light on the practice and meaning of user participation in a community 
mental health service, by exploring the perspectives of both users and professionals within 
a service that aims to enhance its users’ active participation and influence.
Paper 4: To understand the development of mental health work and professionals’ role in 
community mental health centres with a low threshold approach, by exploring how 
professionals experience their work and professional role. 
1.4 Structure of the thesis
This thesis consists of a theoretical and methodological framework for an empirical study 
with an ethnographic approach. Chapter 2 outlines changes in mental health policy and 
service organisation as the background context for the empirical study. Chapter 3 presents 
theories about the social aspects of mental health, participation and the need for 
recognition. In chapter 4 the methodology, research process, research methods and ethical 
issues related to the empirical study are presented. Chapter 5 presents summaries of the 
study’s four papers and the overall findings from the research. Chapter 6 contains an 
overall discussion and Chapter 7 presents conclusions from the study and some 
implications for practise and further research. The empirical research is presented in 
papers 1–4.
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2. BACKGROUND
This part of the thesis presents background knowledge that is relevant for a broader 
understanding of the wider context of this study and, in this way, aims to locate the 
present research project and research settings within the contemporary community mental 
health field. An historical overview of the process known as the deinstitutionalisation of 
mental health services will first be described, followed by an outline of contemporary 
mental health policy and developments in community mental health services and mental 
health work. 
2.1 Deinstitutionalisation
In the ‘western world’ the last century witnessed a common trend: an increase in 
psychiatric hospitals in the first half of the century, followed by a reduction in the number 
of patients in psychiatric hospitals during the second half (Bachrach 1997, Knapp et al.
2007, Leff et al. 1997, Mechanic & Rochefort 1994, Pedersen & Kolstad 2009, Prior 
1993, Ramsdal 2013, Rogers & Pilgrim 2005, Sayce 2000, Scull, 1984, Thornicroft & 
Bebbington 1989). Earlier, psychiatric services were mainly a ‘holistic’ system where 
most sides of the patients’ lives were handled within psychiatric institutions (Goffman 
1961, Parr 2008, Prior 1993). When ‘The Community Mental Health Centers Act’ was 
passed by the federal US government in 1963, the aim was to reduce the number of 
patients in psychiatric hospitals by 50 % in the following 10 to 20 years. By 1975 this 
reduction, in fact, turned out to have been 62 % (Mechanic & Rochefort 1994). This 
process, called the deinstitutionalisation of mental health services, which started in the 
USA, soon also became a trend in several European countries (Knapp et al. 2007). 
In Norway, the number of patients in psychiatric hospitals for adults was reduced from 
an average of about 9000 in the years 1960–1970 to just under 3000 in 2003 (Hagen & 
Ruud 2004). In a government White Paper on plans and aims for mental health services 
in Norway (Sosial og helsedepartementet 1996/97), the move towards community-based 
care is further emphasised, also stating that treatment in psychiatric hospitals shall be 
temporary and only represent one part of several available mental health services. The 
municipalities’ responsibility for community mental health services is also pointed out. 
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A redirection of mental health services from a mainly hospital-based system towards 
care in the community has been welcomed internationally. However, from the USA, 
where the process of deinstitutionalisation started, Bachrach (1997) has described that 
there are wide varieties in the quality of community care, both between and within 
states. 
As Parr (2008) has discussed, social exclusion of people with serious mental illness also 
exists within local communities. Could a lack of support in the community reduce 
opportunities for living outside psychiatric institutions for some? Warnings raised about 
the process of deinstitutionalisation have mainly been related to worries about 
insufficient care in the community, especially for those who need such support the most 
(Munk-Jørgensen et al. 1992, Pilgrim & Rogers 2003, Rosen 1992). As in several other 
countries, today’s mental health services in Norway have been described as complex and 
fragmented (Ramsdal 2013), and it has been reported that many people who live with 
mental health problems experience a lack of continuity in their services (Rådet for 
psykisk helse 2008). During the last two decades a need for coordination of services for 
people with complex needs due to long term illness or disabilities have, therefore, been 
highlighted (Helse og omsorgsdepartementet 2009, 2013). 
2.2 Ideologies behind deinstitutionalisation
Changes from a hospital-based system towards community mental health services 
represent a shift from psychiatric treatment towards also supporting people’s function in 
their daily life situations. In his well-known book Asylums, Goffman (1961) described the 
negative effects of ‘total institutions’ based on fieldwork in a psychiatric hospital in the 
USA in the mid 1950’s. A critique of psychiatric hospitals and other institutions from a 
human rights perspective, revealing inhuman treatments and a lack of civil rights for 
patients, has been understood as one of the main forces behind this shift in policy and
reorganisation of services. However, as Prior (1993) has pointed out, the reasons for these 
changes are probably more complex. Other explanations for the deinstitutionalisation of 
services and a move towards community care have been related to improved treatment, 
particularly the new anti-psychotic medications that were available from the 1950’s, as 
well as to improved welfare programmes in some countries. Changing ideologies and 
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beliefs about the nature of mental illness among mental health professionals and wishes to 
reduce the cost of mental health services have also been discussed in the literature 
(Mechanic 1994, Pedersen 2002, Prior 1993, Rogers & Pilgrim 2005, Scull 1984). In a 
study from Norway, general changes in service provision towards more short-time 
treatment, along with an increased awareness of patients’ preferences among the staff,
were also identified as plausible explanations for these structural changes (Hagen & Ruud 
2004). 
Aims of social integration, social inclusion and participation, which will be more 
thoroughly presented in chapter 3, can also be seen as an influence on the movement 
towards care in the community. These developments could also indicate a general change 
from a one-sided belief in hospital treatment and medical psychiatry towards a view of 
long-term mental illness as disability. Such a turn has been widely discussed in the 
literature on mental health and mental health services (Grunewald 2000, Hydén 2005, 
Prior 1993). Isolated psychiatric institutions were first called ‘asylums’ and later renamed 
‘psychiatric hospitals’. ‘Asylum’ means shelter or sanctuary and, according to Prior 
(1993), in the 1950’s a belief in sanctuary seemed to be replaced by the belief that social 
integration into the community was possible for people with mental illness. In order to be 
socially integrated one at least has to be present in the community. This presence does not, 
however, necessarily mean that one is included in social networks and supportive 
relationships (Bø & Schiefloe 2007, Gustavsson 1993, Kristiansen 1993, Parr 2008). 
Ramon and Williams (2005) describe mental health systems as being ‘at the crossroads’, 
and call for a psychosocial perspective with a focus on psychological issues, social 
interaction and people’s social environments. A central issue that has been discussed is 
how services and mental health work can support community integration and genuine 
citizenship for people with mental health problems (Bergem & Ekeland 2006, Rogers & 
Pilgrim 2005, Sayce 2000). According to Knapp et al. (2007: 11), “The most general over-
arching challenge is to continue to move Europe’s mental health systems out of the age of 
containment and confinement and into an era of opportunity and choice”. Many who live 
with mental health problems need help in daily life. A challenge when practising 
community mental health work can be to balance between supporting independence and 
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on the other hand, provide the necessary help to function in daily life which, in turn, also 
can lead to increased dependence (Moe 2009, Wing 1990). 
2.3 Community mental health services in Norway
The Norwegian White Paper on mental health policy (Sosial og helsedepartementet 
1996/97) describes the local municipalities’ responsibility for housing and community 
care for people with mental health problems, as well as aims of increased social 
integration, quality of life and user participation in mental health services. From 1998–
2008 the White Paper was followed up by a national mental health programme, aiming to 
reorganise these services further in the direction of community care through substantial 
increases in the funding (Sosial og helsedepartementet  1997/98). Recent evaluation 
studies have documented that these changes have had positive impacts on “… access and 
equity, quality and efficacy, fairness, patients’ rights, protection, participation and 
treatment outcome” (Pedersen & Kolstad 2009: 14, 18). 
Norwegian mental health policy states that the main focus for mental health services shall 
be on service users’ needs, and that active user participation and involvement are central 
aims for these services (Sosial og helsedepartementet 1996–97, Sosial og 
helsedepartementet 1997–98, Sosial og helsedirektoratet 2006). It has, however, been 
identified that these aims were not included or clearly stated in all the plans for mental 
health services in Norwegian municipalities (Helgesen 2004). The organisation of 
community mental health services has also been found to vary between the municipalities 
and these services have, thus, also been discussed as still not being sufficiently developed 
to meet all policy requirements (Kalseth et al. 2008, Myrvold & Helgesen 2009, Ramsdal 
2002). Ramsdal (2013) describes services for people with mental health problems as a 
complex and constantly changing phenomenon which, along with the complexity of 
‘mental health problems’ in itself, makes descriptions and analyses of mental health 
services problematic. This also makes it difficult to develop a ‘holistic’ service. 
A recent approach in mental health work has been developments of ‘low threshold’ 
services, which have accessible and flexible organisations and offer support in daily life, 
often through a mix of professional and peer support. Such services have traditionally 
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been developed as part of a public health strategy of ‘harm reduction’ in services for 
people with drug dependency (Drucker 1995, Johansen & Myhre 2005, Ådnanes et al. 
2008). Internationally, however, such services have also been developed as part of what is 
known as a ‘recovery-oriented’ approach in mental health services (Whitley et al. 2008, 
Whitley et al. 2012). These developments are described more thoroughly in paper 1.
Guidelines for community mental health services from the Norwegian Directorate for
social and health affairs (Sosial og helsedirektoratet 2005) have recommended further 
developments of ‘low threshold’ community mental health services, in order to offer 
people who live with mental health problems the safety of available help when needed. As 
the Norwegian Institute for Public Health points out, perspectives from the area of health 
promotion should also be included in the mental health field (Dalgard et al 2011). A
publication from the Norwegian Directorate for Health (Helsedirektoratet 2010) 
recommends further developments of low threshold services as part of health promotion 
strategies and prevention of mental health problems. Available social support has also 
been described as central for health promotion, as it can represent important resources for 
experience meaning through developing a sense of coherence in one’s life situation
(Antonovsky 1993, 1996).
The shifts in mental health policy and service organisation that have been outlined here 
also indicate changing roles for both service users and professionals towards more 
collaborative relationships. ‘Partnership’ models encourage service users to take more 
responsibility and mental health professionals to reduce their ‘expert roles’ (Elstad & 
Hellzén 2010, Petersen 2009). While some studies have found that ‘paternalistic attitudes’ 
still prevail among professionals working in the mental health field (Lilja & Hellzén 2008, 
Roper & Happell 2007), Hagen and Ruud (2004) found that professionals working in 
psychiatric hospitals in Norway rated the need for treatment and care outside psychiatric 
hospitals to a much higher degree in 2003 than had been measured earlier. This result was 
related to a raised awareness of these alternatives among professionals and discussed as 
possible signs of changes in ideology towards community care or, on the other hand, as an 
abduction of responsibility. Important questions do, however, remain, such as whether the 
organisation of community mental health services actually does encourage changes 
towards collaborative relationships between service users and professionals, and to what 
degree these services are responsive to their users’ needs. 
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Knowledge about social activity and interaction between users and professionals is 
important in order to better understand the new developments in mental health work on 
the ‘ground level’.  Mental health professionals shape mental health policy into practice 
through their ‘face-to-face’ interactions with service users (Lipsky 1980). Mental health 
work is a broad term that signals changes from an overall focus on psychiatric hospital 
treatment, towards including community-based mental health services as a field of 
practice. Other changes have also occurred in the field of mental health, such as 
developments of multi-professional mental health work which, for example in Norway, 
has led to a common post-registration course in mental health work for health and social 
workers. Such developments have also contributed to a broader theoretical understanding 
and a more eclectic approach in mental health work (Almvik & Borge 2006, Myrvold & 
Helgesen 2009, Ramsdal 2013, Sosial og helsedirektoratet 2005). 
Few qualitative studies exist of participation in activities and social interaction in the 
context of contemporary community mental health centres with a low threshold approach. 
There are, however, some studies from community mental health services in other 
countries that share similarities with this study’s research context, such as a low threshold 
approach and a mix of professional and peer-support (Conradson 2003, Hall & Cheston 
2002, Kristiansen 2000, Parr 2000, Parr 2008, Philo et. al 2005, Sørensen 2012, Truman 
& Raine 2002, Whitley et. al 2008, Whitley et. al 2012). This theme is elaborated on in 
paper 1. 
2.4 Summary
Overall societal structures, as well as mental health policy and ideology, are frameworks 
surrounding and influencing on service organisation and mental health work (Prior 1993).
Although this perspective is beyond the scope of the empirical research in this thesis, I 
have presented some background knowledge about major changes that have taken place in 
mental health policy, service organisation and the ideologies of mental health work in 
many countries in the ‘Western world’, including Norway. Based on my initial studies of 
documents and other literature related to mental health service developments, I have 
therefore presented a historical outline of a process of ‘deinstitutionalisation’ of mental 
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health services that has taken place in several countries internationally. Overall, this 
process has been characterised by a movement away from a mainly hospital-based mental 
health system, towards aims and developments of community mental health services. This 
process, along with contemporary aims of increased community integration, social 
inclusion and participation, represents the wider background ‘surrounding’ the community 
mental health service that was chosen as the research context for this study. I have also 
presented some central features of more recent developments within contemporary 
community mental health services in Norway, in order to further contextualise the present 
empirical study. This theme is described in more detail and discussed in paper 1.
Before describing how the empirical research was carried out, the next chapter presents 
theoretical perspectives and concepts related to the social dimensions of mental health and 
illness. Some of these perspectives and research findings functioned as theoretical 
resources for the development of research questions and design of the empirical study, 
while others emerged as relevant based on observations and the process of data analysis 
during fieldwork.
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3. THEORETICAL PERSPECTIVES AND CONCEPTS
The overall theme of this thesis is what people do and how they interact in a ‘low 
threshold’ community mental health service. Further topics, which were developed during 
the first part of the field study, are what attending the service means for service users in 
their daily life situations, what active user participation in the service means for users and
professionals, and how professionals experience their mental health work and professional 
role. In this chapter I will present previous research, theories and concepts related to the 
social aspects of mental health and illness and to a social interactionist perspective 
(Blumer 1969, Goffman 1961, Goffman 1967, Mead 1967). My previous clinical 
experience and research in the mental health field, as well as a general interest in the 
social aspects of mental health and illness inspired the initial research questions and 
development of the empirical study. The concept of participation as it is applied in the 
area of rehabilitation and Axel Honneth’s theory of recognition (1995) are presented next. 
The relevance of these theoretical perspectives emerged and was developed during the 
process of analysing and interpreting the empirical material during the field study.  
3.1 Social aspects of mental health and illness
Since the 1930’s a consistent research finding has been that there are links between 
increased levels of mental illness in populations and less robust social ties in local 
communities, as well as low social support in personal networks (Cobb 1976, Dalgard et 
al. 1995, Dohrenwend & Dohrenwend 1969, Faris & Dunham 1939, Fisher 1982, 
Leighton 1959, Rogers & Pilgrim 2003, Srole et al. 1962). It has also been established that 
several aspects of the ‘content’ and functions of people’s social networks, such as social 
support and positive relationships, are beneficial for psychological well-being and 
experiences of a positive quality of life, while social isolation have adverse effects on 
mental health (Berkman et. al 2000, Ferlander 2007, Kawachi & Berkman 2001, Oliver et 
al. 1996, Sayce 2000). 
People with mental health problems, as a group, are often stigmatised in society (Goffman 
1963, Huxley & Thornicroft 2003, Scambler 2009). Stigmatising responses from others, 
along with experiences of mental distress, may lead to social exclusion and difficulties in 
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establishing social contact and sustaining relationships with family, friends and 
neighbours (Allman 2013, Corrigan et. al 2009, Ekeland & Bergem 2006, Elstad 1999, 
Elstad & Norvoll 2013, Granerud & Severinsson 2006, Lingsom 2008). The results of 
such processes can be degrees of social isolation, which in turn may lead to a lack of hope 
and meaning, as well as low self-esteem, a lack of motivation and reduced possibilities to 
develop and sustain social skills (Boyd 2008, House 1988, Hummelvoll 2012, Rogers & 
Pilgrim 2005, Sayce 2000, Skårderud et. al 2010, Wing 1990). Whether being present in 
the community leads to social contact and the development of social relationships or, on 
the other hand, to social withdrawal and isolation also depends on how inclusive local 
communities and neighbourhoods are (Bricout & Gray 2006, Granerud & Severinsson 
2003). ‘Community’ is a broad term, which can relate to geographical locations as well as 
to fellowships based on common interests (Bricout & Gray 2006, Cornwall 2008). Cohen 
(1985), for example, relates ‘community’ to people’s experiences of belonging and as 
resources for meaning and identity formation. 
Social support can provide feelings of safety and motivation and, thus, encourage 
participation and social inclusion (Bø & Schiefloe 2007, Wing 1990). Social relationships
can also be non-supportive or oppressive, and to be alone can be experienced as positive. 
Clinical literature in the mental health field, for example, describes how overstimulation in 
the form of ‘high expressed emotion’ can in itself lead to mental distress (Skårderud et. al 
2010, Warner 1994). This way, periods of social withdrawal can sometimes function as a
protection from disturbing symptoms of mental distress, and social environments with few 
stressful events could, thus, be of central importance for people who live with mental 
health problems. However, long periods of social isolation have been found to threaten 
people’s experiences of being a ‘whole person’ with a positive social identity (Allman 
2013, Elstad & Norvoll 2013, Jenkins 2008). According to Wing (1990), for people who 
experience problems with functioning in daily life, a one-sided focus on autonomy may 
lead to reduced support and social withdrawal. On the other hand, receiving care and 
treatment without an influence can increase one’s dependency on others. To have control 
and influence in one’s life situation and available resources that confirm life as 
meaningful has been found to be valuable for positive mental health (Antonovsky 1993, 
1996).
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3.2 Theoretical perspectives on social interaction
Almost a century ago, George Herbert Mead lectured about the importance of social 
interaction and mutual relationships for identity-formation and feelings of self-worth. 
These lectures were later published based on notes written down by his students (Mead 
1934/1967). According to Mead, social relationships and interaction in organised social 
environments are vital for the development of identity. Self-consciousness and identity are 
developed during processes of social experiences and common activity and “… develops 
in the given individual as a result of his relations to that process as a whole and to other 
individuals within that process” (Mead 1967: 135). ‘Mind’ is also expressed through 
social processes and experience, and depends on our ability to take on the perspectives of 
others. In order to experience ourselves as a subjective ‘I’, we must first develop a ‘me’ 
through being objects for others, and developing a ‘self’ in the fullest sense depends on an 
awareness of the attitudes of others towards ourselves, as well as on the common social 
activity which we engage in. This is “… the essential basis and prerequisite of the fullest 
development of that individual’s self” (Mead 1967: 155). 
In line with Mead, Goffman (1961) described identity as a subjective experience of one’s 
own personality, which develops through social interaction. Goffman did not, however, 
present people as passive recipients of roles given by others, but claimed that the ‘proof’ 
of the existence of our unique, personal selves is produced through ‘common, ceremonial 
acts’ (Jacobsen & Kristiansen 2002: 43). In Goffman’s theory, mutual trust is established 
through face-to-face interaction in concrete social situations. Through rituals of politeness 
and respect, such as greetings, people recognise one another and confirm one another’s 
dignity (Goffman 1967). Being ignored, on the other hand, threatens our experiences of 
being valuable individuals. Based on a field study of a psychiatric hospital in the USA 
almost sixty years ago, Goffman (1961) described a total institution segregated from the 
outside world, with a custodial practice towards the patients. Stripped of all symbols of 
their personal identity, the patients were forced into a morally degrading career. In a field 
study from Norway, Løchen (1967) identified a tension between democratic ideals and 
realities in a psychiatric hospital, resulting in a ‘diagnostic culture’ where patients’ 
communications were understood as symptoms of their mental illness. Based on a more 
recent ethnographic study of the practice of seclusion in psychiatric hospitals, Norvoll 
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(2006) highlighted dilemmas between treatment and control, and identified a need for 
increased ‘social responsivity’ to the patients’ individual needs and wishes.
3.3 Social integration, social inclusion and participation
Aims related to supporting people with long term mental health problems has shifted from 
mainly focusing on individual treatment, towards also aiming to contribute to these 
groups’ social integration, inclusion and participation. Today, these concepts are often 
used side by side (Allman 2013). When applied to supporting so called ‘marginalized 
groups’ in society, all three concepts are commonly used in relation to efforts to reduce 
social exclusion and social isolation. The Oxford guide to the English language (1989: 
380, 385, 440), gives the following definitions of these three concepts: to integrate means 
to ‘combine (parts) into a whole’ and to ‘bring or come into full membership of a 
community’, to include means to ‘have or treat as part of a whole’ and to ‘put into a 
specified category’, while to participate means to ‘have a share’ and ‘take part in 
something’. In general, these concepts can all be related to being part of a community or 
social fellowship. In my understanding, however, participation has the strongest
connotation to active agency, as it is not something that is done to people, but something a 
person does. To illustrate this with an example; it is possible to say that someone 
‘integrates’ or ‘includes’ someone else, but one cannot say that one person ‘participates’
another.
Living in the community instead of for example in a psychiatric hospital, can be described 
as being integrated in society. However, to be present in a neighbourhood, that is, being 
integrated in a geographical sense, does not guarantee that social contact will occur or 
social relationships will be developed. An important aspect of the concept of social 
inclusion is that it has to do with experiences of belonging to one’s community and 
society, as opposed to feeling excluded from mainstream community life. Related to 
disability research, it has also been pointed out that since all human beings already are part 
of society, the term ‘inclusion’ should replace the term ‘integration’ (Tøssebro 1999, 
Ytterhus 2000). As Daly and Silver (2006) points out, one can only be excluded or 
included relative to other people. Social inclusion is about making room for everybody to 
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take part in society and this concept has, thus, also been linked to the concept of 
‘participation’ (Gustavsson 2004, Madsen 2005, Tøssebro 2004). 
In general, participation relates to social activity, active involvement and experiences of 
belonging. A vision of full participation in society is recognised as central in disability 
research and rehabilitation (Allman 2013, Bjørk-Åkesson & Granlund 2004, Molin 2004, 
WHO 2001a). Daly and Silver (2006) also highlight the importance of the concept of 
participation due to its emphasis of agency, against what they describe as contemporary 
tendencies to social isolation in society in general. To reduce social exclusion one could
either bring resources to the individual to integrate her/him in ‘normal’ society, or one 
could intervene in the social environment and include all in society. As social inclusion 
depends on the environment as well as on individuals, an important question is, thus, how 
to build an inclusive society (Gustavsson 2004, Madsen 2005).  Dijkers (2010: 5) 
describes the content of ‘participation’ as follows: “… issues such as the proper 
relationship of individual to society, biological and social standards for normality, and so 
forth, play a role in defining and operationalizing the concept”. Theoretical concepts such 
as social integration, inclusion and participation are developed within frameworks of 
certain ideologies of treatment and care (Prior 1993, Søder 1992). 
Aims such as social integration, social inclusion and participation for people with long-
term mental health problems or disabilities, all stem from existing problems of social 
exclusion among these groups of people (Elstad & Norvoll 2013, Norvoll 2013). Thus, 
‘participation’ can be seen as a new word describing how to solve an old problem. 
However, when addressing issues of marginalization and social exclusion, an emphasis 
has been put on enhancing individuals’ personal recovery processes and their rights to 
have control and influence in their own life situations (Anthony 1993, Borg 2007, Borg & 
Kristiansen 2004). There is also a connection between the use of the concept of 
participation and aims of increasing individuals’ freedom of choice. Participation is about 
individuals’ experiences of engagement in life-situations. Thus, the concept of 
participation can be seen as a link between the individual and the surrounding world 
(Gustavsson 2004), which is also in line with my understanding. 
23
3.4 Participation, disability and mental health
In the World Health Organization’s International Classification of Functioning, Disability 
and Health (ICF), participation is defined as ‘involvement in a life situation’, and the 
domain of ‘activity and participation’ describes involvement in terms of social inclusion 
and access to resources in order to ‘take part’ (WHO 2001a). A need for a broader 
theoretical understanding of this concept has, however, been identified (Badley 2008,
Cornwall 2008, Eide et al. 2008, Hammel et al. 2008). While the ICF was being 
developed, there was also an increased focus on the social aspects of disability and the 
impact of the contexts people live in for their opportunities to participate (Cerniauskaite 
et. al 2011, Oliver et. al 2006). In rehabilitation and disability research, ‘participation’ is 
commonly used in a broad sense, related to independent living and experiences of control 
in one’s own life situation. Participation is often used as an outcome measure in 
rehabilitation and other services supporting persons who are less involved in community 
and society than others. Dijkers (2010), thus, links participation to the social model of
disability, rather than a medical model, but also states that the field is still in need of a 
consensus definition of the concept. According to Witzø (2013: 4) understandings of 
participation in service delivery should be studied, since “… the interface between service 
providers and recipients may present opportunities and tools for participation.” 
As Molin (2004) has pointed out, participation according to the ICF is about involvement 
in a life situation, and should therefore be evaluated based on people’s experiences and 
social interaction, and not on their abilities. In line with this, and according to Bjørk-
Åkesson & Granlund (2004), participation develops through social interaction; therefore 
the degree of a person’s experience of participation varies with different situations. In 
which situations a person wish to participate will also vary between people (Sayce 2000).
Participation in life situations must therefore be judged by each individual. Based on 
different situations and social interaction, participation is, thus, mainly a process-
description of everyday functioning and not a description of a steady state. Reduced levels 
of participation relate to people’s abilities, as well as to barriers in their environments. 
Thus, individual and environmental factors interact in complex ways to ‘produce’ 
disability. However, according to Gustavsson (2004), the ‘language of participation’ has 
different meanings from different perspectives. The social dimensions of ‘participation’ 
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should, therefore, be further explored and supplemented by other perspectives, such as the 
meaning different forms of participation have for individuals. The ICF’s definition of 
participation as involvement in a life situation (WHO 2001a) has been criticized for 
ignoring individuals’ subjective experiences and complex interactive processes (Hammel 
et. al 2008). According to Hammel et al. (2008: 1458), future research should ‘… examine 
the complexity of participation at the level of diverse social relationships, groups, 
communities and cultures’. 
As described in chapter 2, user participation is now a central aim for mental health 
services in several countries, including Norway (Sosial og helsedepartementet 1996–97, 
Sosial og helsedepartementet 1997–98, Sosial og helsedirektoratet 2006). The term ‘user 
participation’ relates to people’s participation in their role as users of services. In the 
mental health field, the aims of ‘user participation’, as described in policy documents and 
research, have been applied to people’s rights to have an influence on the services they 
receive, as well as to users’ rights, as a group, to have an influence on mental health policy 
and service developments (Crawford et al. 2003, Hofseth 2000, Petersen 2009, Rise et. al 
2013, Sosial og helsedirektoratet 2006, WHO 2001b). In this thesis, user participation 
related to users’ influence in services was explored in interviews with service users and 
professionals during fieldwork, and is the focus of paper 3.
In the areas of rehabilitation and disability research, participation is commonly linked to 
everyday life. According to Sandlund (2005) there has been a change in terminology, also 
in the mental health field: from being described as ‘long-term mentally ill’, people are 
sometimes described as ‘persons with mental disabilities’. Sandlund (2005: 63) also points 
out that such changes in language is important, as “… those who are ill may need hospital 
treatment, while those who have a disability may need support to do what they like but 
need help to accomplish.” Supporting processes of participation and social inclusion is 
central to humanistic and social scientific perspectives, as well as a psychosocial and 
relational approach in mental health work (Borg & Karlsson 2013, Corrigan et al. 2008, 
Elstad & Norvoll 2013, Ramon & Williams 2005). In addition to supporting users’ 
influence in mental health services, broader aims of participation in society are also highly 
relevant for people with mental health problems. Craig (2006: 15), for example, describes 
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the guiding principles of psychiatric rehabilitation as: “… goal-directed therapy managed 
in partnership and provided in real situations in a culture of empowerment and optimism”, 
which “… should be the cornerstone of all mental health care.”
3.5 Participation and the need for recognition
Ebersold (2007: 245) describes the links between disability and participation as a shift 
towards a participatory model, and points out that “… relating the concept of participation 
to its affiliating effect requires an identity-based approach, caring for the bond between 
citizenship and social recognition.” Central to the German social philosopher Axel 
Honneth’s theory of recognition (Honneth 1995, 2003, 2007, 2012), is the vital 
importance of social interaction and inter-subjective relationships to individuals’ identity 
formation and personal developments. Building on the philosophy of Hegel and on 
George Herbert Mead’s social psychology; in Honneth’s theory, ‘recognition’ has three 
main dimensions: love, rights and solidarity. Love relates to early development and rights 
to citizenship. Solidarity is about being recognised as capable human beings through 
participation, positive engagement and mutuality in situated fellowships. As the concept 
of solidarity in Honneth’s theory is linked to concrete experiences of mutual social 
interaction, his theory is highly relevant to the above discussions of social interaction, 
meaning and mental health related to the concept of participation. 
Honneth’s (1995, 2003) social philosophy is a moral philosophy, where experiences of not 
being recognised are explained as arising from ‘social pathologies’ which lead to needs 
and struggles for recognition. Not being recognised equals being met with ‘disrespect’ 
(Honneth 2007), which implies that one is visually observed, but not ‘really seen’ as a 
person who deserves respect and recognition for his/her uniqueness and capabilities. 
People who live with mental health problems can often experience social interaction as 
problematic, whether this is due to feelings of distress in social situations in themselves, 
or from being marginalised and stigmatised by others. Stigmatising responses, 
marginalisation or simply being overlooked can give rise to experiences of violation, or 
what Honneth (2007) calls ‘disrespect’, which can lead to social withdrawal and social 
isolation. However, according to Honneth (1995, 2003, 2007), experiences of disrespect 
can also give rise to a need for recognition, and this need, arising from experiences of 
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being marginalised in society, may in turn lead to struggles for recognition. In this way, 
Honneth’s theory highlights a need for inter-subjective relationships of recognition in 
which people mutually confirm one another’s identity (Goffman 1967, Mead 1967).
Relationships of recognition may have the capability of enhancing people’s opportunities 
for ‘self-realisation’, and Mead’s (1967) social psychological theory also links 
experiences from social interaction and relationships to identity formation. According to 
Oliver et al. (2006), meaningful participation can enhance connectedness and belonging, 
and valued participation may foster resilience, positive mental health and well-being.
Being able to contribute to others and receive recognition for this contribution leads to 
experiences of self-worth, which are central to personal growth, identity formation and 
positive mental health (Antonovsky 1996, Jenkins 2008). In the areas of mental health 
work and therapy, research on communication between professionals and service users on 
the individual level has identified ‘acknowledgement’ as important (Schibbye 2002, Vatne 
& Hoem 2007). Mutuality in relationships has been identified as central to experiencing 
participation for people with diagnoses of schizophrenia (Yilmaz et al. 2009), and to be 
met as capable human beings has been identified as important for people’s processes of 
recovery from mental health problems (Anthony 1993, Borg & Kristiansen 2004, Borg 
2007, Deegan 1996, Sterling et al. 2010).
3.6 Theoretical resources for the study’s methodological approach
I introduced this chapter by presenting literature and findings from research on the social 
aspects of mental health and illness, which I have found relevant for the present study. In 
the social scientific literature as it is applied to the mental health field, the concepts of 
social integration, social inclusion and participation are central. These concepts sometimes 
overlap and are not easily defined. I have, however, presented some examples from the 
literature in order to identify and clarify some similarities and differences between them.
Research over several decades has documented that a socially isolated life situation can 
have severe negative effects on people’s self-confidence, while supportive social contact 
and relationships have been found to have central value for experiences of positive mental 
health. In order to better understand such mechanisms, I have presented some central 
theories and research from social science that inspired this study. George Herbert Mead 
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and Erwing Goffman’s theories have a social interactionist approach, and are often linked 
to the perspective of ‘symbolic interactionism’ as developed by Blumer (1969). In this 
perspective, people’s shared activities in face-to-face relations are central, as is the belief 
that ‘social actors’ engage with one another and the environment based on their 
interpretations and understanding. 
Common to the theoretical perspectives presented in this chapter is that social interaction 
and relationships are central for mental health. As social actions and identities make sense 
in context, such phenomena should also be studied and analyzed in their social context.
According to Goodson and Vassar (2011), qualitative research is essential when aiming to 
get close to and explore a social group and to understand their actions and experiences 
related to particular research themes. In ethnographic research, both participation and 
meaning is often studied. ‘Meaning’ relates to people’s subjective experiences (Sharkey 
and Larsen 2005), which means that this approach could provide valuable knowledge 
about people’s experiences from participation. Rock (2007: 26) places this form of 
interactionism “… on the borders between micro-sociology and social psychology”. 
Ethnography has been described as a particularly useful approach when researchers need 
to understand complex phenomena and the perspectives of a group of people, as it allows 
for rich descriptions and a deep understanding (Hammersley & Atkinson 2007). The term 
‘ethnography’ has an assortment of meanings and it is not often used in a wholly orthodox 
way, as it does not fall under only one epistemological belief (Goodson & Vassar 2011).
Essentially, ethnography is a field-orientated activity that has cultural interpretations at its
core, although the levels of those interpretations vary. In ethnographic research it is 
common to gather multiple forms of data based on different forms of research methods, 
such as observations, interviews and documents.
In this empirical study the intention has been to explore how people with mental health 
problems attend a low threshold community mental health service and what this means to 
them, as well as to study social interaction and activity and how the professionals 
experience their mental health work and role in this type of service. There is a lack of 
research on what people do within the context of contemporary community mental health 
centres with a ‘low threshold’ approach. The ethnographic research process is usually 
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open and flexible, in order to discover new ideas and insights, both from an insider (emic) 
and outsider (etic) position (Cresswell 2007, Fangen 2004, Hammersley & Atkinson 
2007). Typically the researcher observes people in face-to-face interaction, engaged in 
situated activity, and explores what meaning participating in social situations has for the 
informants. Based on the aims and intentions of the study and from the theoretical position 
described in this chapter, I have chosen an explorative, ethnographic approach, with a
general research process that has been described as ‘grounded theorizing’ (Alvesson & 
Skøldberg 2008, Charmaz 2000, Hammersley & Atkinson 2007). In the next chapter I will 
describe how the empirical research was carried out and discuss the methods and overall
methodological approach, as well as ethical issues related to the study.
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4. METHODOLOGY
Overall research aims for this study have been to contribute with knowledge about what 
people who attend a low threshold community mental health service do together with 
other service users and professionals, and what their participation means to them, in their 
daily life situations. Another aim has been to add to our knowledge about the practice of 
mental health work in low threshold community mental health services by exploring 
professionals’ experiences from their work and professional role in such settings. This 
way, knowledge developed from the study can contribute to a broader understanding of 
the concept of participation (WHO 2001a), by adding perspectives from the community 
mental health area. This chapter describes the methodology and design of the study and 
presents an overview of the data-collection methods and process of analysis, as well as a 
discussion of methodological and ethical issues. To acknowledge my own role in the data 
production and interpretations, as well as to add transparency to how the study was carried 
out, I will also describe my role as researcher during the research process (Fangen 2004, 
Hammersley & Atkinson 2007, Sharkey & Larsen 2005, Silverman 2005).   
4.1 Methodological approach
The theoretical part of this thesis has presented background knowledge about the social 
aspects of mental health and illness. As identified and described in the previous chapters,
there is a need for further research-based knowledge about the ‘content’ of community 
mental health services (Gask & Rogers 1998, Larsen 2007, Pilgrim 2009). Thus, I have 
approached the data from an open-ended, social interactionist approach, where a range of
theoretical perspectives has served as theoretical resources (Hammersley and Atkinson
2007). As there are few qualitative studies conducted within contemporary ‘low threshold’ 
community mental health services, I chose a methodological approach that allows for data 
collection from different sources. Thus, to study the research questions, I chose an
ethnographic approach, addressing the study’s research questions through a field study 
within a service consisting of three mental health centres called ‘meeting-places’. Within 
this tradition, my intention has been to conduct the research in a way that is sensitive to 
the ‘natural setting’ which serves as the study’s context, and to disturb the ordinary 
routines and daily life in the setting as little as possible This way my intention has been to 
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explore common activity, social interaction and the participants’ experiences of meaning
as it naturally unfolds, as well as how it is described and experienced by different actors in 
the setting (Alvesson & Skøldberg 2008, Hammersley & Atkinson 2007). 
4.2 Ethnography
Ethnography has been, and still is, the central research approach in social anthropology 
(Geertz 1984, Lofland et al. 2006, Spradley 1980), but from the 1920’s, this approach was 
also applied to case studies of life in the cities in the USA, particularly by the ‘Chicago 
School’ in sociology. Since the 1960’s ethnography has also spread to other disciplines, 
including health science (Atkinson et. al 2007, Hammersley & Atkinson 2007, Savage 
2000, Sharkey & Larsen 2005, Silverman 2007). A central research method within the 
ethnographic approach is participant observation in specific contexts. This research is 
usually conducted over long periods of time, aiming to shed further light on issues that 
emerge during the course of the research process. These emerging issues are then further 
explored, often through qualitative interviews. Thus, according to Pope and Mays (1995: 
42), ethnography “… can reach the parts other methods cannot reach”. Ethnography is 
considered as particularly relevant in contexts where a lack of research-based knowledge 
has been identified (Savage 2006). In health care, ethnography is seen as valuable for 
studying interventions or services that are complex and difficult to standardise and, 
therefore, often appear as a ‘black box’ in research (Larsen, 2007, Savage 2000).
Knowledge from an inside perspective, based on views and experiences from service users 
and professionals can, thus, be of value in community mental health.
An overall aim of ethnography is to describe participation and social interaction within 
‘real-life’ contexts, and to explore people’s experiences and what these mean to them 
(Creswell 2007, Delamont 2007, Hammersley & Atkinson 2007, Sharkey & Larsen 2005). 
Data collection and analyses are usually parallel, with the researcher moving from general 
descriptions based on early field observations, to more focused observations, and often 
also interviews. Within the ethnographic tradition, data are collected in ‘natural settings’, 
that is “… those that has not been specifically set up for research purposes (such as 
experiments or formal interviews)” (Hammersley & Atkinson 2007: 4). This commonly 
also implies that the researcher interferes as little as possible in the course of events and 
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activities within the study context which, according to Librett and Perone (2010), is what 
distinguishes ethnography from other methodologies. Common to ethnographic studies is 
an explorative, flexible approach, where the researcher ‘follows the data’ in an iterative
process where data collection and analysis feed into each other (Sharkey & Larsen 2005: 
169). Broad theoretical interests and themes, which Geertz (1973) has named 
‘forshadowed problems’, often serve as theoretical resources or starting points and a guide
to the research (Hammersley & Atkinson 2007, Silverman 2005). 
An approach where researchers are open towards emerging empirical findings in addition 
to their theoretical questions is also central to a grounded theory approach (Glaser & 
Strauss 1967). In qualitative research, theorising based on analysis and interpretations of 
emerging empirical findings can, however, also be applied as a broad research strategy; 
not necessarily as a detailed data-collection method (Charmaz 2000, Hammersley & 
Atkinson 2007, Jacobsen 2005). My research strategy has been in line with this approach 
while conducting a field study within natural settings, participating in and observing social 
situations and interviewing people who participate and interact (Lofland et al. 2006). In 
ethnography, in using different research methods the aim is commonly to present a holistic 
picture of settings (Savage 2006), which is also central to case study research (Antoft & 
Salomonsen 2007, Flyvebjerg 2001, Yin 2003). According to Antoft and Salomonsen 
(2007: 29), case studies aim to “… set the particular characteristics and interesting 
phenomena of the organization of social life under the magnifying glass.” As the literature 
mentioned here shows, there is considerable overlap between research approaches labelled 
as ethnography, naturalistic research and case studies.
In my approach I have explored the emerging empirical findings through qualitative 
interviews with service users and focus group interviews with professionals during the 
field study. In line with ethnography, all interviews were developed from preliminary 
analysis of my own field notes and conducted within the research context. In drawing 
upon different qualitative research methods, my intention has been to include a variety of 
perspectives. In individual interviews, a study’s informants present their understandings 
through describing their subjective experiences (Fangen 2011). Likewise, focus group 
interviews are based on informants’ presentations of their views in discussions (Kitzinger 
2005). On the other hand, deciding which observations to write down in a field diary 
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implies that a selection is made by the researcher (Goodley 1999). Thus, interviews can 
capture meanings that are otherwise hidden for the researcher and, vice versa, participant 
observation makes it possible for the researcher to include more than just the informants’ 
subjective views. This way ethnography may, potentially, include different voices and 
meanings in a dialogic manner (Holstein & Gubrium 1995, Goodley 1999).  
4.3 Research design
This research project was designed in the tradition of qualitative, ethnographic research 
with a naturalistic approach (Delamont 2007, Hammersley & Atkinson 2007, Lofland et 
al. 2006, Sharkey & Larsen 2005, Seale et al. 2007, Silverman 2005). The phenomena 
studied are, thus, naturally occurring social interaction in particular settings and the 
meanings informants attach to their participation. Studies of documents on policy and 
service developments, along with information rounds, were carried out during 2004. The 
main fieldwork was conducted from January 2005 until June 2006. Observations, 
theoretical study and early analysis influenced the further research process by inspiring 
new research questions. Starting from broad themes and questions about the 
characteristics of the context, activities, social interaction and meaning of participation 
(paper 1), field conversations and observations of variations in users’ attendance, made me 
decide also to explore what users’ participation meant to them as part of their daily life 
situations (paper 2). Similarly, focusing on the meaning of ‘user participation’ in 
interviews with users and professionals (paper 3) was based on different opinions voiced 
about this issue during ‘house meetings’ and conversations. Observations that the 
professionals’ practice in many ways seemed to be different from mental health work in 
more traditional services made me decide to explore how they experienced their work and 
professional role (paper 4).
By using multiple data sources and research methods, my intention has been to broaden 
the knowledge base and add to the study’s trustworthiness. Policy documents describing 
aims for mental health services internationally, nationally and locally provided 
background knowledge for the study. Participant observation and conversations steered by 
naturally occurring activities (Spradley 1979, Wadel 1991) provided an overview of the 
settings, activities and social interaction. A central focus in the study was on service users’ 
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actions and experiences. Mental health work in this service was conducted through regular 
face-to-face interaction between professionals and users. Thus, the experiences of 
professionals were also included, as this could add valuable information about mental 
health work in a low threshold service. 
4.4 Study context and settings
Social support has been identified as important to positive mental health, and people with 
mental health problems are often vulnerable to social isolation (chapter 3). Thus, to 
enhance social inclusion and community integration, mental health policy in many 
countries encourages the development of services that provide social support in daily life 
and service users’ influence on the services they receive. In line with this, the aims for the 
service that was this study’s research context are to provide social support for people 
living with mental health problems, to function as stepping stones towards rehabilitation 
for some and to enhance user participation. Background knowledge linking the present 
study to contemporary community mental health service developments and research has 
been outlined in chapter 2 and in paper 1 of this thesis. The three centres studied, which 
are all part of the municipal community health service in a Norwegian city, are described 
in more detail in paper 1. These centres have a multi-professional workforce. People 
choose how to attend, and there are no intake procedures or medical records kept about 
service users. Participation in activities and decision-making is encouraged, but not a 
prerequisite for using the centres. The centres’ accessible, ‘low threshold’ approach 
represents a new type of organisation within community mental health, which has 
elsewhere been called ‘semi-institutional places’ (Parr 2000, 2008). Knowledge developed 
from a study of practice within these settings can also be relevant knowledge for 
developments of community mental health work elsewhere. In qualitative research, this 
depends on a study’s ‘transferability’, which is mainly based on the researcher’s 
interpretations (Antoft & Salomonsen 2007, Fangen 2004). 
4.5 Research process and role as researcher
In chapter 3 I have presented theoretical resources for the research methodology and 
analyses in this study. My Masters’ degree in health science was based on quantitative 
research related to social integration and quality of life for people with long-term mental 
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illness (Elstad 1999). This research and the accompanying theoretical studies led to my 
further interest in the social and psychosocial aspects of mental health and illness and how 
mental health work is enacted and relationships developed in services that aim to support 
people in their daily life situations. My work experience when starting this study was from
fifteen years of practice in mental health nursing, working in psychiatric hospitals, day 
care units and a community mental health service and more than ten years of teaching 
mental health work.
Low threshold community mental health services were new to me, as I started the field 
study ten years after I had worked as a psychiatric nurse. I experienced that my previous 
work role and sharing some knowledge with the informants, helped me to gain entrance to 
the field and establish contact with informants. Some service users said that knowing I 
was a psychiatric nurse made them feel safe enough to be interviewed by me. My clinical 
experience also meant that I did not have to spend time learning about the basics of mental 
health work. Being middle aged, with a working class background and speaking the local 
dialect could also be the reason why one informant among the service users said she felt 
relaxed because I was “just an ordinary woman”. The presence of a researcher will always 
have some impact on the milieu. My approach was as far as possible, to avoid disturbing 
the natural ‘everyday life’ at the centres. I chose to be present only during the hours when 
users were present, and I did not adopt a role in specific activities. In my experience, this 
position helped me to avoid entering a ‘staff role’. I experienced that the open and flexible 
organisation of the service, with people constantly coming and going, made it quite easy 
to adopt a role as visitor. At the same time I was conscious about presenting myself to 
people that were new to me, briefly explaining that I was there doing research and, thus, to 
learn and write about what was going on in these centres.    
4.6 Data collection and participants 
In addition to theoretical study and literature searches in scientific databases, during the 
spring of 2004 I studied documents relevant to the research project. This included a 
systematic reading of documents describing international trends and aims for mental 
health services published by the World Health Organization (WHO 2001a, 2001b, 2005, 
2007), documents describing Norwegian mental health policy (Helse og 
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omsorgsdepartementet 2009, Helsedirektoratet 2010, Sosial og helsedepartementet 
1996/97, 1997/98, Sosial og helsedirektoratet 2005, 2006), as well as the local municipal
mental health plan and brochures describing the service where the study was carried out. 
These documents provided me with valuable background knowledge about the wider 
research context, although I did not carry out a scientific document analysis.
By June 2004 the study was approved by the relevant regional committee for medical 
research ethics, the Norwegian Social Science Data Services (NSD) and the medical 
officer in charge of the service. During the autumn of 2004, guidelines for entering the 
field were discussed with those responsible for the local community mental health service, 
and I conducted information rounds at the centres. This also served as forums for asking 
questions about the research, and as a way for me as a researcher to be introduced into the 
milieu and to gain knowledge about their activities. Following this, the users and 
professionals were informed about the study in a written hand-out and in meetings at the 
centres before the start of the field study. 
Participant observation
From January to December 2005, I conducted participant observation regularly for three 
hours three days per week, alternating between the three centres for three fortnightly 
periods at each centre. This adds up to a total of 18 weeks and all together 162 hours. I 
wrote field notes in my office immediately after each visit. From May to December 2005 
I also conducted individual interviews with five women and five men who were all 
regular users of the centres. Four of these informants were also re-interviewed (Elstad & 
Kristiansen 2009). In February and March 2006, I conducted two focus group interviews 
with a group of six professionals, while gradually reducing the periods of participant 
observation. During this period I visited each centre once in addition to conducting the 
group interviews. I also participated in one social event at each centre: a Christmas 
party, a jubilee and a ‘jumble sale’. All together I conducted about 190 hours of 
participant observation within the milieu of the centres from January 2005 to June 2006,
not counting the individual and group interviews. In November 2006 I attended one 
meeting for users and staff at each centre, where I shared some preliminary findings 
from my early analyses, and asked for comments. I also answered questions about the 
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research and checked whether there were discrepancies between my understandings and 
those of the users and professionals. This procedure kept the research process relatively 
open, and comments and discussions were useful for my further analyses.
My participation was mainly in the day-to-day social life and ordinary ‘small-talk’ at the 
centres, and in some regular meetings for both users and staff. I did not participate 
regularly in particular activities, but attended these when it was natural, most often when I 
was invited by one of the service users. In specific activities I was, thus, an observer 
learning about what people were doing at the centres and what this meant to them. During 
‘house meetings’ I was an observer, without participating in discussions or the planning of 
activities. This approach helped me to avoid entering a ‘staff role’, and I experienced my 
role as researcher as resembling that of ‘observer as participant’, the way it has been 
described and discussed by Hammersley and Atkinson (2007: 82). Immediately after each 
period of observation I returned to my own workplace, where I wrote down field notes 
consisting of concrete descriptions, my own reflections and often notes on methodology 
and theory (Hammersley & Atkinson 2007). 
Individual interviews
In an information round after six months of participant observation, users were told that if 
they wished, they could be interviewed individually about what participating at the centre 
meant in their daily lives, and to share their views about user participation at the centres. 
Those who wished to be interviewed contacted me directly at the centre, or via one of the 
professionals. The inclusion criteria were to be a regular user of one of the centres and to 
have an interest in sharing this experience. I experienced that the first eight interviews 
gave rich information about the study themes, but added two more interviews in order to 
achieve a balance between women and men and to include service users from all three 
centres. All the interviews took place in a separate room at each centre. Five women and 
five men, all regular users of the centres, were interviewed, with the main questions being: 
“What does it mean to you in your daily life to participate at the centre?” and “What does 
user participation imply and mean at this centre?” During the individual and group 
interviews, I asked for clarifications and checked out my understanding of the informants’ 
meanings, which has been described as an early step in the analysis (Kvale 1996). The 
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informants were invited to read through the transcript from their interview. Seven 
informants read through the interview and four were re-interviewed (paper 2).
Focus group interviews
In focus group interviews, a topic is explored in depth through discussions between a 
group of people who have been selected based on their knowledge and experiences with 
the research question (Halkier 2008, Kitzinger 2005, Lerdal & Karlsson 2008). This 
method was therefore chosen as data collection method in order to study professionals’ 
experiences of their mental health work and professional role in a low threshold service. A
contact person at each centre was therefore informed that I was interested in interviewing 
a group of professionals. As I wanted the group to consist of people with experience of 
this type of work, who also had previous experience of working in institutions, the criteria 
for inclusion were 1): to be working at one of the centres at present, 2): to have worked 
there for one year or more and 3): to have previous work experience from an institution, 
preferably a psychiatric hospital. The intention was to recruit people experienced in 
community mental health work, who could reflect upon their work role and relationships 
to the service users. Thus, the group consisted of five women and one man, two from each 
centre, with an upper secondary or university college education from the professions of 
occupational therapy, nursing and social education (Norwegian: vernepleie). All the 
informants knew each other and were known to me through my fieldwork. The focus 
group interviews were conducted in a separate room at one of the centres, and both
interviews lasted for about two hours and were audio-taped and transcribed by me. The 
main themes and research questions related to their experiences from mental health work 
and the professional role at the centres, as well as to the practice of user participation. 
4.7 Data analysis
Participant observation and all the interviews in this study were conducted within the 
research context, and the themes and research questions explored in the interviews were 
developed from observations during fieldwork. My overall approach to data collection and 
analysis has, thus, followed general principles common to ethnographic studies: starting 
with broad, theoretical themes as resources and then gradually focusing on specific 
questions based on the emerging empirical material (Hammersley & Atkinson 2007, Pope 
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et. al 2000, Silverman 2007). This way, the data analysis continued throughout the 
research in a process of going back and forth between data collection and analysis, 
searching for patterns which could be linked to research questions and theories. This 
study’s approach is similar to the inductive research process of Grounded theory as it was
developed by Glaser & Strauss (1967), but without following their detailed procedures. 
Such an approach is described as ‘Grounded theorising’ (Charmaz 2000, Hammersley &
Atkinson 2007). Central to Glaser & Strauss (1967) was to develop new substantial theory 
from the empirical material. However, as described by Hammersley and Atkinson (2007),
in research where the analysis is grounded in the empirical material it is also common to 
develop new understandings by discovering the relevance of theories from other areas. 
During this study’s research process, emerging analytic themes were linked to theories, 
based on my interpretations, such as interpreting a link between empirical findings and the 
concept of participation in a broad sense, as well as to Honneths (1995) theory of 
recognition.
This study’s ethnographic approach with a social interactionist perspective meant that I 
approached the data analysis within the framework of a particular context and its’ 
subjects, studying social interaction, activity and meaning (Hammersley & Atkinson, 
Graneheim & Lundman 2004, Sharkey & Larsen 2005). As a consequence, I wanted to 
search for themes in the data material, identifying, analysing and interpreting meaning
based on the text from observations and interviews. As in Grounded theory, I developed 
codes and categories ‘bottom up’ from the empirical material (Kvale & Brinkman 2009, 
Tjora 2012). This approach is also central in qualitative content analysis. I have, thus
followed an approach within qualitative interpretive content analysis as described in more 
detail by Graneheim & Lundman (2004). When analysing the text from field notes, as well 
as transcripts and notes from interviews, I first read the text closely several times to get an 
overview and familiarity with the content. Next I searched for its’ experience-near 
(manifest) content and then the higher order (latent) meaning of the text. This text was 
highlighted and developed into sub-themes, which were grouped together and developed 
into higher-order themes. Finally the text was re-read to ensure that these themes 
adequately represented the content.
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4.8 Methodological considerations
The ethnographic approach employed in this study allowed for relatively close contact 
with the informants over an extended period of time and to observe social interaction and 
activities and explore the experiences and views of both service users and professionals 
within the research context. The data are, thus, experience-near and from a type of service 
that has been little researched (Larsen 2007, Pilgrim 2009). Different qualitative methods 
have contributed to this ethnographic approach, and the perspectives of both service users 
and professionals have been explored. Studying situated activity, social interaction and 
meaning from different perspectives, aimed to contribute to a broader understanding of 
what people do together in these settings and how they experience their participation. I do 
not claim the findings to be representative of low threshold community mental health 
services in general. The study does, however, provide an example of some important 
aspects of the ‘everyday life’ in a low threshold community mental health service, which 
could be relevant to other similar services elsewhere (Fangen 2004). I chose to study a low 
threshold community mental health service with aims of providing social support as well 
as active user participation and I used all three centres as a research context as this would 
provide variation and in the data. I did not focus on differences between the three settings, 
as this was beyond the scope of the study. Such data could, however, have added valuable 
knowledge for the further development of such low threshold services. 
The study shares some characteristics with a traditional ‘naturalistic’ approach, as 
participant observation and interviews have been conducted in a ‘natural setting’, aiming
to disturb the daily routines as little as possible. I do, however, acknowledge that the 
researcher’s presence always has some impact on informants and social situations in a 
research setting. The original ‘Naturalistic approach’ common to early studies from the 
Symbolic interactionist tradition (Blumer 1969) has been criticised for overlooking that
people actively create meaning in their daily lives (Gubrium and Holstein 1997). Another 
critique has been directed towards the use of multiple methods, for example combining 
interviews with observations. Silverman (2007: 291) for example, claims that “… in 
cultural research, which focuses on social reality, the object of knowledge is different 
from different perspectives. And the different points of view cannot be merged, into a 
single, ‘true’ and ‘certain’ representation of the object.” This critique by Silverman is,
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however, in my understanding, directed towards viewing triangulation of methods as a 
validity measure, along with viewing ‘member checking’ as respondent validation. In my 
approach I follow approach described by Hammersley and Atkinson (2007) of using 
different theories as resources in order to have an open approach to data collection, as well 
as collecting data from different sources and by different qualitative methods, as this can 
help to make sense of the data, especially when studying complex settings that have been 
little researched. 
Choosing a broad, interactionist approach implies collecting a rich and varied data 
material. In this study, being close to many different informants over a fairly long period 
of time has also been important in order to describe concrete situations and try to
understand questions related to people’s actions, interaction and meaning. This approach 
also seems to have facilitated the inclusion of service users who wished to contribute with 
their views based on their experiences, but who, according to some informants (paper 2), 
would not have volunteered to be interviewed unless they had spent some time with the 
researcher beforehand, as in this study. In choosing an open, flexible empirical approach, I
also wanted to avoid letting one particular theory steer the research process from the 
outset of the study. I considered this as important when conducting a study within a 
service with an open, flexible low threshold organisation, which is an example of a 
community mental health service where little research exists. Other ethnographic 
approaches could, however, have facilitated more focused observations and in-depth 
theoretical analyses, by for example testing existing theories, focusing on power-relations 
and/or critically analysing people’s discourses (Atkinson et. al 2009, Hammersley & 
Atkinson 2007).
This study also has some limitations related to my role as researcher. My pre-
understanding, based on fifteen years of mental health nursing will have influenced on the 
research. Due to my familiarity with the mental health field in general I may, 
unconsciously, have overlooked interesting phenomena that I experienced as ‘trivial’. A
researcher without these experiences could have observed details that I took for granted. 
Thus, on the one hand, my background and pre-understanding could stand in the way of a 
necessary analytic distance. On the other hand, sharing knowledge with the informants is 
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an important part of the researcher’s understanding, which may assist in the process of 
becoming a natural participant in the environment (Adler & Adler 1987, Wadel 1991). 
Flyvebjerg (2004: 429), for example, states the importance of the researcher’s knowledge 
of the context. Citing Giddens (1982), he holds that valid descriptions of social activities 
depend upon knowledge shared by observer and participants.
My clinical background and experience from mental health work will have influenced on 
other perspectives of the study. For example, although I do recognise that strong aspects 
of control exists in psychiatric and mental health systems, I also view clinical mental 
health work as aiming to support people’s function and relieve suffering (Norvoll 2006).
My perspective in this study has been to explore and analyse the informants’ actions and 
experiences of meaning and not to evaluate the service. Researchers choosing a different 
approach could have been more critical in their analysis and presentations. This study was 
conducted by one researcher. A research team could have represented a broader approach 
and, thus, more nuanced findings. Other studies, such as critical service evaluations from a 
more distanced position, would have seen other perspectives. In qualitative research it is 
recognised that the researcher’s background and methodological choices are part of the 
research, which makes reflexivity and transparency important (Hammersley & Atkinson 
2007). What is observed does, however, also depend on what the context and situations 
encountered allow for. 
The open organisation of the centres studied made it possible to conduct participant 
observation in a non-intrusive manner, which was also a requirement by the medical 
officer in charge of the service, as well as by the regional committee for medical research 
ethics. Along with my efforts not to enter a staff role, this contributed to a relatively 
‘careful’ approach during participant observation. I was, for example, careful not to ask 
too many questions about individual service users’ daily lives, as this might have been 
experienced as too personal or intrusive. Such issues were, however, illuminated by 
service users and staff in their responses to themes and open-ended research questions 
during the individual and focus group interviews. 
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In ethnographic research there is a danger of ‘going native’ (Geertz 1973), which implies
becoming a full participant and identifying with those studied to such a degree that 
reflecting on and discussing the phenomena studied in the light of theories, experiences 
and the outer context become difficult. This is, however, a challenge when carrying out 
fieldwork in general, whether the researcher is familiar with the area studied or not. In my 
experience, periods away from the field during processes of analysis, as well as 
discussions with my supervisors, helped me to maintain an analytic distance and also 
contributed to a broader perspective. 
4.9 Ethical considerations
The study was approved by the regional committee for medical research ethics (REK) of 
mid-Norway and the Norwegian Social Science Data Services (NSD). The medical officer 
in charge of the municipal health service permitted access to the research settings. All who 
were interviewed individually or in focus groups gave their written informed consent. In 
qualitative research it is important to consider not only standard procedures for research 
ethics, but also ethics in practice (Guillemin & Gillam 2004, Kristiansen 2007, Ryen 
2007). A central challenge in ethnographic research is to be close enough to obtain an 
‘insider’ perspective and, thus, to be able to give an experience-near account, without 
losing the ‘outside’ perspective and analytic distance (Geertz 1973). During participant 
observation, informants are simultaneously partners in conversations and activities and 
‘used’ for information. Thus, close contact between researcher and informants poses 
special challenges, such as the risk of giving descriptions that informants find alienating, 
offensive or irrelevant (Jacobsen & Kristiansen 2004). Researchers must, therefore, be 
conscious of their power position when describing situations based on their social 
interaction with the informants (Barron 1999). On the other hand, when the researcher is 
in close contact with the informants over a lengthy period of time, persons who are often 
overlooked may feel enabled to share their views and experiences (Davidson et al. 2001). 
The Regional committee for medical research ethics, as well as the medical officer in 
charge of the municipal health service had both emphasized that the research must be 
carried out in a non-intrusive manner, which was an important principle that I followed
throughout the research process. Throughout the study it was, thus, an important principle 
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for me that people should be informed of the opportunity, but not feel ‘pressurised’ to be 
informants. During the study, some service users said that knowing I was a psychiatric 
nurse made them feel safe enough to be interviewed. As the study was conducted in an 
open organisation where people decide when and how to attend, the principle of informed 
consent was challenging. It was not possible to know in advance who would be present 
during my field observations. After initial information rounds, written information about 
the project and how to contact me was put up on information boards. New visitors were 
continually informed by the professionals, who were asked to inform me if any users 
should object to my presence, in which case I would refrain from attending at certain 
times. No objections to my presence were put forward. In all the interviews, rules for 
written, informed consent and the right to anonymity were followed.
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5 FINDINGS FROM THE RESEARCH
Within an ethnographic approach, this study has utilised different qualitative research 
methods in order to explore, understand and develop knowledge about how social support 
and users’ participation in a community mental health service were enacted, what their 
participation meant for service users and how professionals experienced their practice and 
work role. The different parts of the study are presented in four papers. In this chapter I 
will first sum up the main findings from each paper and then present an overview of the 
overall findings from the study.  
5.1 Summaries of papers 1 - 4
Paper 1
Toril Anne Elstad. Social support and active participation: a qualitative field study 
within ‘low threshold’ community mental health centres (submitted and 
undergoing review: Scandinavian Journal of Disability Research).
Aims: To contribute knowledge about the ‘content’ of community mental health centres 
with a low threshold organisation, by observing and exploring how social support and 
active participation were enacted and what their participation meant for service users.
Method: Participant observation was conducted over an extended period of time. 
Following initial observations of the centres’ locations and atmosphere, further 
observations focused on the activities, social interaction and service users’ descriptions of 
their experiences while participating in the settings. The unit of analysis was the complete 
field diary. 
Findings: The centres had an ‘integrated’ location in the community and their atmosphere 
was observed to be ‘home-like’, with a clear focus on creative activities and socialising. 
Through an accessible, low threshold approach, the centres provided users with on-going 
social support and opportunities for participation in activities and decision-making about 
the content of the service. Sharing of practical advice was identified as a central feature of 
social interaction. Being with others who shared experiences of mental health problems 
was important to many service users. In this way the centres functioned as available 
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resources and on-going support in daily life. Some used the centres regularly, often 
participating in and contributing to social activities. Others visited occasionally, for 
company, to ‘relax from tension’ or to seek advice and support from the professionals. 
Although information and advice about how to find opportunities for active rehabilitation 
were available, this issue was observed to be less focused on than the on-going social 
activities at the centres. The main themes identified in the analysis were: ‘available 
resources in daily life’, ‘participation in social activities’, ‘peer support and mutuality’ and 
‘social inclusion and rehabilitation’. 
Conclusions: Community mental health centres can function as on-going support and 
available resources for sustaining a life situation in the community for people who live 
with mental health problems. Combining professional and peer support provides people 
with opportunities to receive help and support, as well as to participate in and contribute to 
mutual activities. How ‘low threshold’ services can function as stepping stones towards 
rehabilitation for some of their users should, however, be more clearly defined and further 
developed as practice. This includes a clearer focus on coordination with other health and 
social services in the community that also support psychosocial rehabilitation and 
processes of recovery from mental health problems.
Paper 2 
Toril Anne Elstad and Kristjana Kristiansen (2009). Mental health centres as 
‘meeting-places’ in the community: exploring experiences of being users and 
participants. Scandinavian Journal of Disability Research, 11 (3): 195–208.
Aims: To explore service users’ experiences of participation, and what attending 
community mental health centres means to them as part of their daily life situations. 
Method: Five women and five men, all regular users of the service, were interviewed 
individually during fieldwork within the service. An open, thematic interview guide 
focused on the research themes and also facilitated a follow-up on the interviewees’ own 
responses. 
Findings: The emerging themes from the data analysis centred on what participation at the 
centres meant for the informants personally. This was related to feelings of safety, 
belonging and increased confidence, as well as to the informants’ daily life situations and 
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community participation. Being able to choose when and how to attend the service was 
important to all those interviewed. To have environments with a friendly, welcoming 
atmosphere available, where you could also participate in activities and receive positive 
feedback, enhanced self-confidence. To feel like an equal and not as a ‘case’ was 
emphasised by some. This included meeting others in the same situation and the mutual 
sharing of positive experiences and social activities, as well as illness experiences. Most 
informants described that participating in the service also supported their participation in 
their local community. To manage to attend was described as ‘mastery’, when related to 
experiences of anxiety and depression, and some also described attending their centre as 
having prevented admissions to a psychiatric hospital. Others described their participation 
at the centres as training, and as a learning process that was helpful towards their 
participation in the wider community. All the interviewees described the staff as important 
due to their professional knowledge, which enabled them to maintain an inclusive milieu 
and to support and give advice to individual service users. Expressions such as ‘here there 
are no losers’, ‘here I don’t have to put on a mask’ and ‘here they know I’m not only like 
that’ about behaviour related to mental distress highlighted the need to receive recognition 
as persons, not just service users. 
Conclusions: This study sheds light on how accessible and flexible community mental 
health services can contribute to feelings of confidence, safety and social belonging. For 
some, their participation can also function as a ‘training ground’ towards inclusion in their 
community. The need for a place to escape from the strains of daily life in the community 
and a lack of opportunities for participation and recognition in the wider society are also 
highlighted. 
Paper 3 
Toril Anne Elstad and Arne Henning Eide (2009). User participation in community 
mental health services: exploring the experiences of users and professionals.
Scandinavian Journal of Caring Sciences, 23: 674–681.
Aims: To explore and shed light on the meaning of user participation as practice in a 
community mental health service that aims to enhance its users’ influence, based on the 
views and experiences of both users and professionals.
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Method: Experiences of and views about the meaning of user participation were explored 
in individual interviews with ten service users and in two focus group interviews with six 
professionals in the same service. The data from all these interviews were the unit of 
analysis.
Findings: The informants in this study all valued user participation in the service, and 
most highlighted the importance of maintaining an inclusive environment that facilitated 
an influence for all service users. Both users and professionals also described reluctance 
by some of the users to participate in meetings and decision-making about the service. 
Some related this to experiences of mental health problems and distress. Users and 
professionals did, however, highlight some different perspectives of user participation. 
Service users mainly focused on decision-making related to the social milieu and the 
planning of activities at the centres. The professionals focused more on user participation 
as a democratic right and as collaboration, and highlighted a dilemma between motivating 
active user participation while also respecting the users’ right to decide how to attend the 
service. The professionals’ role as motivators was pointed out as important by most users. 
It was, however, equally important that they could choose themselves how and when to 
use the service. Those who were not active themselves during meetings and discussions 
still appreciated this opportunity, as well as being represented by other users. Some users 
did, however, worry in case a focus on user participation might lead to reduced help and 
too much responsibility, and according to the professionals, it is necessary to define user 
participation in the service more clearly. 
Conclusions: Developing service users’ influence through participation is important, not 
only on the political and organisational levels, but also in the contexts where users and 
professionals meet and are expected to collaborate. Community mental health services 
with accepting and inclusive social milieus can provide service users with opportunities to 
have an influence on some level: from individual choices about how to attend, through to 
active participation in service development or as user representatives. 
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Paper 4 
Toril Anne Elstad and Ove Hellzén (2010). Community mental health centres: a 
qualitative study of professionals’ experiences. International Journal of Mental 
Health Nursing, 19: 110–118.
Aims: To contribute to a broader understanding of the practice of mental health work in 
community mental health centres with a multi-professional workforce and an open 
accessible organisation, by exploring how professionals experience their work and 
professional role. 
Method: As part of an ethnographic research project, two focus group interviews were 
conducted with one group of six experienced professionals from three community mental 
health centres, which are part of the municipal health service in a Norwegian city. 
Findings: The group of informants highlighted the complexity of community mental 
health work and the need to have a broad, flexible approach towards supporting people 
with mental health problems in their daily life situations. Support was often about 
problem-solving, whether this was related to practical matters or to emotional or social 
issues in daily life. Meeting each individual as a person as well as facilitating social 
interaction between the users was discussed as important factors for enabling social 
inclusion and participation for all the service users. Focusing on individual users’ 
resources through activities and, in this way, enhancing their self-esteem, was seen as 
another important part of their mental health work. Their relationships with service users 
were experienced as more egalitarian than working in institutions, and this new work role 
was described as ‘liberating’. However, although they experienced that professional 
knowledge and skills were important in their work situations this was not always 
acknowledged by professionals in other services. The group discussed this as a possible 
consequence of a low status attached to working in low threshold services. 
Conclusions: A low threshold organisation and flexible approach in community mental 
health services may facilitate developments of collaborative relationships between service 
users and professionals. The findings from this study do, however, suggest that there may 
be a lack of knowledge about the practice of mental health work in services that aim to 
provide professional help as well as encourage active participation from service users.
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5.2 Overall findings
Findings from this study contribute with knowledge which adds to an understanding of 
participation in a low threshold community mental health service and the meaning their 
attendance as service users have for people with mental health problems in their daily life 
situations. Other findings relate to how support and user participation is practiced through
social interaction between service users and professionals, and how professionals 
experience their mental health work and professional role. This way, findings from the 
study contribute with knowledge which is relevant for the further developments of 
theoretical perspectives of participation in mental health work and rehabilitation. Low 
threshold community mental health services have in recent years been developed 
internationally (Whitley et. al 2012). In Norway low threshold services have been further 
recommended as part of a strategy of health promotion (Helsedirektoratet 2010), but few 
studies of practice within such services exist.
My initial theoretical perspectives and research questions were related to social interaction 
in activities and the meaning of user participation within the service. During the first part 
of the study, participation related to people’s daily life situations also emerged as central,
based on preliminary analysis of data from field conversations and individual interviews 
with service users. What attending the service meant for their experiences of participation
in daily life was a central theme in field conversations and interviews with key informants.
Training to “take part in the world outside” was also emphasised as a main aim for the 
service by the professionals. Mutual sharing of practical advice related to daily life in their 
homes and the local community was a central part of the social conversations at the 
centres. When service users attended events in the wider community together, this meant 
that they had something to talk about with others, also outside this setting. This also 
enhanced participation outside the centres at other times for many, and for some this on-
going support had prevented admission to psychiatric hospitals.
To attend the service according to their own choice was of central value to all users 
interviewed. This meant that it was possible to receive support without being subjected to 
control and surveillance. Thus, the low threshold approach of the service provided people 
with mental health problems opportunities for receiving help and support, as well as to 
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take on more active roles. For some, managing to attend the service was described as 
‘mastery’ in itself, seen in light of their mental health problems. Some attended the centres 
due to their felt needs for social support and company, others were leading- and planning 
activities, and a few took on roles as user representatives. There were also some service 
users who were worried in case user participation could lead to reduced professional help 
and too much responsibility. Needs for support or challenges varied between people and 
also fluctuated over time for individuals. Variations in service users’ wishes for influence 
were pointed out by the professionals, who also emphasized that what user participation in 
the service means in practice needs to be more clearly defined. The professionals
described how they sometimes experienced a dilemma between on the one hand
encouraging user participation in the service and on the other hand respecting service 
users’ rights to be able to decide not to be actively involved.
What participation at the community mental health centres meant for individual service 
users was often related to feelings of belonging and enhanced self-confidence. A central 
finding across observations and interviews was a strong emphasis on the importance of the 
social milieu. This was linked to feeling supported and safe in a psychological sense. For 
many, their active participation in the service and participation in the wider community 
depended on available social support and help from mental health professionals. The 
importance of keeping these centres free from conflict and maintaining a relaxing 
atmosphere was emphasized by all service users interviewed. To facilitate social contact 
between service users and encourage social inclusion for all was seen as a central aspect
of their mental health work by the professionals. Overall aims for this service were to 
provide social support in daily life as well as to function as stepping stones towards 
rehabilitation. Active rehabilitation, for example towards obtaining a job was, however
found to be less focused on than support in daily life.
Based on observations and field conversations, and also highlighted in individual
interviews with service users, was an emphasis on the importance of having a place where 
one could spend time with others who shared experiences of living with mental health 
problems. For some, to be able to contribute to, as well as be supported by, others who 
‘knew what it was like’ was important. This was related to sharing positive experiences 
and advice as well as illness experiences, and to developing mutual relationships and 
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sometimes friendships. Conversations with service users who only ‘dropped in’ only 
occasionally and said this was important in order to ‘relax from strain’ further supported 
this finding. Other examples from more regular service users were about not having to feel 
ashamed of, for example, being young and receiving a disability pension. As one service 
user put it: “here there are no losers.”
The group of professionals interviewed described how mental health work in a low 
threshold service required a flexible work role, where knowledge, experience and skills in 
mental health work were important. One of the informants among the professionals 
described their work role as being ‘consultants in everyday living’. All informants did,
however, mention that this was not always acknowledged by professionals in other 
services. This issue was discussed as a low status attached to work in low threshold 
services, as well as a possible consequence of their collaborative relationships with users 
and, thus, a reduced ‘expert role’ compared to more traditional mental health services. A
collaborative approach in their relationships with service users was described as liberating.
Professionals’ knowledge and skills combined with their ‘ordinariness’ was also found to 
be highly valued by the service users (papers 2 and 3).
During the research process, new research questions studied were developed from findings 
during participant observation, which means that there is some degree of overlap between
the four papers. Before discussing the findings, I will here provide an overview of where 
findings related to the different research questions are presented. What characterises the 
localities, atmosphere, activities and social interaction within low threshold community 
mental health centres is presented in paper 1. How social support and user participation is 
enacted within this service is presented in papers 1 and 3. How service users describe and 
understand their experiences of participation is presented in papers 2 and 3. What user 
participation in the service means for users and professionals is presented in papers 3 and 
4. What participation as users of the centres mean for the daily life situations of people 
who live with mental health problems is presented in paper 2. How professionals in a low 
threshold community mental health centre experience their mental health work and 
professional role is presented in paper 4. 
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6. DISCUSSION 
In this chapter findings related to the central themes and research questions will be 
discussed. The ethnographic approach applied to studying social interaction and meaning 
in this study (chapter 4), contribute with knowledge from an inside perspective, based on
the experiences and views of both service users and professionals. Individual interviews 
with service users and focus group interviews with professionals were applied in order to 
further explore new research questions and themes that emerged as interesting from early 
analyses based on observations. Thus, an explorative, flexible approach to studying 
naturally occurring activities, social interaction and experiences has provided knowledge 
about practice within a type of community mental health service that has been little 
researched. By exploring practice based on participant observation and field 
conversations, as well as individual and group interviews, findings from the study 
contributes with knowledge from the ground level in an area that has been described as a 
‘black box’ in health services research (Larsen 2007, Pilgrim 2009). As background for 
the study, its’ wider context is described based on studies of documents on history, 
ideology and plans for further mental health service developments internationally and 
nationally.
The concept of ‘mental health problems’ covers a variety of experiences, but difficulties 
relating to social interaction and relationships with others are known to be central (chapter 
3). In this study, the meanings of social support and participation are linked to Axel 
Honneth’s (1995, 2003, 2007) theory of recognition. To receive recognition through 
mutual relationships is central to developing experiences of self-worth and confidence, 
which also promotes experiences of positive mental health (Antonovsky 1996). The 
findings identify how social support and participation can provide opportunities for 
contributing to others and, thus, receive recognition, for people who live with mental 
health problems. A lack of opportunities for recognition in the wider society for some is 
also highlighted (paper 3). The study contributes with knowledge towards a broader 
understanding of the psychosocial aspects of participation as related to rehabilitation and 
disability research. This can contribute to further developments of services that support 
people with mental health problems in their daily lives. 
53
People who live with mental health problems should not be viewed as if ‘psychiatric 
patient’ or ‘mental health service user’ is their ‘master status’ (Elstad & Norvoll 2013). It
is therefore important to distinguish between ‘participation’ in daily life, as the concept is 
often applied in rehabilitation and disability research (Gustavsson 2004, WHO 2001a) and 
‘user participation’ as the concept is generally used in health services research. For many 
who live with mental health problems, both these aspects of participation are meaningful, 
as attending a mental health service can be part of their daily life situations for periods of 
time. Both these aspects of the concept have been explored here: user participation as 
influence within a community mental health service context (paper 3) and experiences of 
participation in this service linked to everyday life (paper 2). Thus, in addition to 
illuminating user participation as practice in community mental health centres, the study 
contributes with knowledge to this field by relating and linking the findings to the concept 
of participation in daily life in a broader sense.
6.1 Social support, activities and user participation 
The process of ‘deinstitutionalisation’ of mental health services has practical 
consequences for the daily life situations of people who live with mental health 
problems and experience a need for support in their daily life situations. Social support 
and positive relationships are known to be beneficial for mental health (Antonovsky 
1987, Kawachi & Berkman 2001), while social isolation and exclusion are known risks 
related to severe and long term mental illness (Huxley & Thornicroft 2003, Rogers & 
Pilgrim 2003, Sayce 2000). The World Health Organisation has therefore called for 
further developments of community mental health services, stating that such services 
will lessen social exclusion (WHO 2007). 
Recent developments in the area of community mental health include low threshold
services with a mix of professional and peer-support. Available and flexible services 
could function as health promotion (Helsedirektoratet 2010, Parr 2000). Although their 
organization vary internationally, such settings in local communities share aims of 
providing social support in order to enhance social inclusion in the community and 
active participation in decision-making within services. A lack of research-based 
knowledge from the perspectives of service users and professionals who interact within 
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such settings has been identified (chapter 2). In the areas of rehabilitation and disability 
research a need for further knowledge about the meaning of participation as well as to 
develop participation further as a theoretical concept has been identified (Cornwall 2008, 
Eide et al. 2008, Gustavsson 2004, Hammel et al. 2008).
Supporting social inclusion, community participation and users’ influence within 
community mental health services implies developing new roles for people with mental 
health problems, towards active participation as service users and increased agency and 
control in their daily
life situations (Corrigan et al. 2008, Craig 2006). Attending the centres studied, users 
could receive on-going social support in daily life as well as opportunities for 
participation in activities and decision-making about the content of the service. A mix of 
professional and peer-support provided opportunities for receiving social support and 
practical advice in daily life as well as help with more personal issues. This was 
important for all service users interviewed. Based on people’s felt needs, the centres 
functioned as resources in daily life. 
6.2 Participation in the service and in daily life 
Although service users’ participation in the wider community has not been studied 
directly, this study sheds some light on this issue through the individual interviews. 
Overall, service users described the community mental health centres in very positive 
terms, both during field conversations and in individual interviews. This finding is in
line with studies from low threshold community mental health services in some other 
countries (Biegel et. al, 2013, Conradson 2003, Kristiansen 2000, Whitley et al. 2008, 
Whitley et. al. 2012). People who live with mental health problems can meet barriers to 
participation in the wider community which reduces their opportunities for experiencing 
recognition in the wider society. The low threshold approach of this service meant that 
people could choose when and how to attend. According to Antonovsky (1993, 1996), a 
‘sense of coherence’ enhances health promotion. This is not only an individual issue, but 
includes knowing that resources are available.  
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To access a service based on one’s own choice and felt needs for support and company, as 
well as having opportunities for active participation in the service can encourage agency. 
This way, people have opportunities to use their resources, develop mutual relationships 
and be seen as persons, not only psychiatric patients or service users. Gustavsson (1993) 
discusses the importance of mutual relationships for being chosen as a friend. Being with 
others who shared experiences of mental health problems was important to service users 
in this study. This is in line with other studies from the area of mental health (Kristiansen 
2000, Sayce 2000) as well as research based on the experiences of people living with other 
disabilities and chronic illness (Alsaker & Josephsson 2011, Gustavsson 1993, Philo et al. 
2005). Being with others who ‘know from experience’ can have a value in itself (Philo et 
al. 2005). In this study, a place where mental health problems were common was 
important as this meant that it was unnecessary to explain behaviour related to mental 
distress. Available professional help and peer-support in daily life can support community 
integration by enabling people with mental health problems to sustain a life situation 
outside institutions. 
Aims of social inclusion imply that efforts should be made to increase participation in the 
wider society, such as vocational rehabilitation (Anthony et al. 2002, Corrigan et al. 2008, 
Craig 2006). Aims for the service studied are to provide social support and to function as 
stepping stones towards rehabilitation for some service users, as well as to enhance user 
participation in the service. Information and individual support was available, but the issue 
of rehabilitation was not observed to be central during social activities. On the one hand, 
seeing social inclusion solely as employment represents a limited view (Parr 2008). Work 
is, however, important both for economic reasons and for increased social inclusion in 
society. Thus, a clearer focus on vocational rehabilitation in this service can be helpful for 
many service users.
6.3 Mental health work and the professional role 
Different from what is common in more traditional mental health services, people 
choose how to attend this service, without any intake procedures. Participation in 
activities is not a prerequisite for using the centres, but active participation as service 
users is encouraged. This way, the centres’ open and accessible approach represents a 
new type of organisation within the mental health field (Parr 2000, Parr 2008, Whitley 
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et. al 2008, Whitley et. al 2012). Knowledge about mental health work in a low 
threshold service is therefore important for the further developments of community 
mental health work. Community mental health services aiming to provide social support 
in daily life have been described as ‘recovery-oriented’ (Whitley et al. 2008, Whitley et 
al. 2012) and such services, with a psychosocial approach in mental health work, have 
been encouraged (Ramon & Williams 2005, WHO 2007). Such developments also has 
an influence on the practice of mental health work and professionals’ roles, towards 
encouraging people with mental health problems’ active participation both as service 
users and in their daily life situations in the community (Anthony et al. 2002, Elstad & 
Hellzén 2010, Hydén 2004, Petersen 2009, Ramon & Williams 2005, Sterling et al. 
2010).
Communication through social interaction between professionals and service users is 
central to clinical mental health work (Hummelvoll 2012, Skårderud et. al 2010). Mental 
health work in this service was conducted through regular face-to-face interaction 
between professionals and service users. A focus on user participation in the service was 
found to encourage experiences of belonging as well as a more collaborative approach 
between users and professionals (papers 1 and 3). This is in line with findings from other 
studies from low threshold services (Conradson 2003, Kristiansen 2000, Whitley et. al
2008, Whitley et. al 2012). Professionals working in this service experienced a 
collaborative approach in mental health work with service users as liberating. They did, 
however, describe a dilemma between encouraging users’ self-determination in how to 
attend the service and, on the other hand, respecting their rights to be able to decide not 
to be actively involved.
For many who live with mental health problems, support from mental health 
professionals play an important role in daily life. In the social scientific literature, 
discussions about people with mental health problems attending mental health services 
or fellowships based on illness or disability has been criticized as segregation or 
“ghettoization”. Sayce (2000), however, points out that people with mental health 
problems should be allowed to find out and decide for themselves what is experienced as 
supportive in their life situations. Developing mental health work and services that are 
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supportive without segregating people from daily life is a central challenge. ‘Partnership 
models’ in mental health work encourages mental health professionals to reduce their
‘expert roles’, as well as support service users’ agency in daily life (Corrigan et al. 2008, 
Craig 2006, Elstad & Hellzén 2010, Petersen 2009, Sayce 2000). 
Professionals’ experiences and views contribute to an enhanced understanding of mental 
health work in low threshold community mental health services. Such mental health 
work differ from work in psychiatric institutions by aiming to offer support in daily life; 
not treatment for mental illness. Ramon and Williams (2005: 15) have described a new 
role for mental health workers as requiring “… emotional closeness, a ‘hands on’ 
approach, and the demonstration of interest in those everyday affairs which matter to the 
service user." According to Schøn (1983), an everyday life approach implies paying 
attention to the contextual circumstances of people’s lives, instead of having a focus on 
technological rigor.
6.4 Participation and recognition
This study contributes with knowledge from the perspective of service users and 
professionals who interact within a community mental health service that has been 
developed during processes of deinstitutionalisation of mental health services. ‘Ex-
patients’ from psychiatric hospitals have been found often to be socially excluded in the 
community (Parr 2008, Prior 1993). For many who live with mental health problems 
social support in daily life is central for enabling participation in the community. As one 
service user put it, referring to her symptoms of mental distress: “here they know I’m not 
only like this”. Service users also gave examples such as not having to feel ashamed 
about receiving a disability pension and feeling relaxed enough to dare to take part in 
something. And as one informant said in an interview: “here there are no losers.” Thus, 
contact with others who shared experiences of mental health problems seemed to mean 
more than a search for ‘asylum’ from the outside world. To have a place where one can 
feel ordinary was important, which is in line with studies of people with other types of 
disabilities (Alsaker & Josephsson 2011, Philo et. al 2005).
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Based on data analysis from participant observation and interviews with service users,
Axel Honneth’s theory of people’s need for recognition emerged as central to my 
understanding of the meaning of participation. This was based on observations which I
interpreted as a need to be met as persons who could contribute to others, and this way 
not only be seen as service recipients. Honneth’s (1995, 2003, 2007) theory of 
recognition highlights the importance of social interaction and being recognised as 
capable human beings through mutual relationships for identity formation and personal 
development. According to Goffman (1967) and Mead (1967), reciprocal relationships 
and face-to-face interactions in concrete social situations are of central importance for 
feelings of self-worth and identity formation. To contribute to others has been identified 
as important for experiencing participation (Yilmaz et. al 2009).
Linking social support to the concept of participation and theories of recognition 
provides a broader understanding of how participation through social interaction and 
activities can enhance positive mental health. This thesis, thus, contributes with 
knowledge to an on-going discussion of how the concept of participation can be further 
theoretically developed (Bjørk-Åkesson & Granlund 2004, Cornwall 2008, Eide et al. 
2008, Hammel et al. 2008). 
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7. CONCLUSIONS AND IMPLICATIONS
Knowledge from the area of mental health work contributes to a broader understanding of
the concept of participation by adding perspectives on the psychosocial aspects of 
participation based on both service users’ and professionals’ experiences. A need to 
develop a broader theoretical understanding of participation has been discussed. By 
exploring and linking participation to Axel Honneth’s theory of needs for recognition, this 
study contributes to the theoretical understanding of the meaning of participation from a 
mental health perspective.
In mental health work and service development it is important to recognise the fluctuating 
nature of mental health and illness and to be flexible and responsive to service users'
needs. Different forms of community care, contributions from user organisations and low 
threshold services offering on-going support in daily life are all valuable parts of this 
picture. After the deinstitutionalisation of mental health services a need for support 
combined with opportunities for active participant roles is essential. Being a ‘service user’ 
is only one part of a person’s life situation. A ‘disability approach’ in mental health work 
and models from the area of rehabilitation can be useful for supporting people with mental 
health problems that reduce their functioning in daily life. Further knowledge about 
practice and social interaction within such services is needed, as well as how such support 
can enhance social inclusion for people with mental health problems in communities and 
society at large. 
Knowledge from this study contributes to a broader theoretical understanding of the 
concept of participation as applied to mental health work and rehabilitation. Further 
research which contributes to a broader theoretical understanding of participation is 
needed. Developments of community mental health services that aims to support people 
with mental health problems in their daily lives in the community should be further 
researched. This should include studies of the practice of mental health work and 
developments of the professional role in low threshold community mental health services
internationally. Studies evaluating and comparing different community mental health 
services with a low threshold organisation are also needed. 
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The purpose of this article is to present and discuss findings from a qualitative
study within mental health centres called ‘meeting-places’ in the community. Ten
service users were interviewed in order to explore and gain insight into what
visiting the centres might mean in the daily life situations of people who
experience mental health problems. The interviewees were recruited during
fieldwork within these centres, aiming to facilitate the inclusion of service users
who wished to share their experiences, but who might not otherwise come forward
as research participants. Three main themes were identified in the data analysis:
‘To belong and be recognized’, ‘Needs for support and challenges’, and
‘Participation and everyday life’. Flexible community mental health services can
be helpful by offering support and challenges as well as possibilities for mutual
relationships. However, the study also highlights a lack of opportunities for
participation and recognition in the wider society.
Keywords: community mental health centres; users and participants; experiences
Introduction
The aim of this article is to present and discuss findings from a qualitative study
within mental health centres which are part of the municipal health service in a
Norwegian city. These centres, called ‘meeting-places’, aim to support users’ social
inclusion in their community as well as to increase user-participation within the
service. The main theme explored in individual interviews was what visiting these
centres meant in the daily life situations of service users. The organization of the
centres facilitates the role of service user as well as active participant, which differs
from more traditional mental health services. User participation and social inclusion
are central aims for contemporary mental health policy in several countries. The
study should therefore have relevance outside of its local context.
Background context
Developing mental health services to support people in their life in the community is
now a central aim internationally (WHO 2001b, 2007). Norwegian policy is in line
with these recommendations, as described in a government White Paper on mental
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health services (SHD 1996/97). A reduction in psychiatric hospital beds and an
increase in community mental health services have been major international trends
across several countries for more than 50 years (Corrigan et al. 2008; Mechanic and
Rochefort 1994; Pilgrim and Rogers 2005; Prior 1993; Wright, Bartlett, and
Callaghan 2008). Research from Norway shows, for example, that the number of
people who were registered as patients in psychiatric hospitals declined from about
9000 in the years 19601970 to just under 3000 in 2003 (Hagen and Ruud 2004), and
two recent reports (Kaspersen, Ose, and Hatling 2007; Ose, Pettersen, and Kalseth
2007) show an increase in community-based mental health services.
Critique of segregated psychiatric institutions began with the work of for example
Goffman (1961). In Norway, Løchen’s work (1976) unveiled the disparity between
rhetoric and reality with regard to what psychiatric hospitals were hoping and
claiming to accomplish and what actually was occurring. In many countries, the
deinstitutionalization of mental health services has been welcomed by different
stakeholders, including user organizations, service administrators, professionals and
politicians, despite often representing different viewpoints and interests. Issues
related to what the better practice is, in order to reduce marginalization and enhance
the inclusion of ‘vulnerable groups’ in society, have been widely discussed (cf.
Froestad, Solvang, and So¨der 2000; Tøssebro 2004). It has also been pointed out that
being physically present in a locality is a pre-requisite for inclusion, but provides no
guarantee of social contact and development of social relationships (Gustavsson
1993; Kristiansen 1993). A risk of social isolation in the community for people with
mental health problems has also been discussed (Pilgrim and Rogers 2005; Sayce
2000). Such discussions highlight the importance of studying relationships between
ideology and service users’ experiences. Sandvin and Lichtwark (2005, 69), for
example, refer to So¨der (1982) when addressing the issue of ideology and practice:
Ideologies give certain directions for action. But ideologies are also simplifications, and
for ideologies to be implemented it is necessary that these simplifications are adjusted to
practical realities, which often reveals the inadequacy of the realism of ideologies. The
result might be that the ideology is never implemented or that it is implemented but with
a different outcome than expected.
Different forms of social ties, social networks and social capital have been studied
and discussed, related to issues of health and welfare (Ferlander 2007; Kawachi and
Berkman 2001; McKenzie and Harpham 2006; Putnam 2000). In social network
theory, close relationships are described as ‘strong ties’ and more superficial social
contacts as ‘weak ties’. Social support is believed to be available in the strong ties
between family and friends. Granovetter (1973), however, described how weak ties
can build bridges to new social settings, such as finding and maintaining a job or
having contact with neighbours. A lack of weak ties in the personal networks of
marginalized groups in society may explain their relative lack of ‘social capital’,
which refers to ‘ . . . social participation in the activities of the formal and informal
networks of civil society and/or as generalized trust’ (Pilgrim and Rogers 2005, 39).
In the International Classification of Functioning, Disability and Health (ICF),
‘participation’ is defined as involvement in a life situation (Bjørk-A˚kesson and
Granlund 2004; Molin 2004; WHO 2001a), and the notions of social capital and
social inclusion appear to be intrinsically connected to participation and social
interaction. Theories about experiences of recognition (Honneth 1995, 2003) also
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highlight the importance of participation in social activities and the formation of
mutual relationships for identity-formation and well-being.
People with mental health problems have long been described as an excluded
group in society (Huxley and Thornicroft 2003; Sayce 2000; Sen 2000), and according
to Bergem and Ekeland (2006), recognizing and implementing the realities of a
genuine citizenship status for people with mental health problems is a central
challenge for services and communities in striving towards goals of social inclusion.
The Global Forum for Community Mental Health, organized by the World Health
Organisation, recently sent out a message directed at reducing the social exclusion of
people with mental health problems, aiming to ensure their participation in society,
including an urgent need for countries to provide a network of community mental
health services (WHO 2007). Community mental health centres offer settings and
activities designed with the stated purpose of providing supports in daily life.
However, some essential questions need further exploration, such as how people with
mental health problems experience use of these community-based services, and what
meaning their participation might have for their situations in the wider community.
Previous research
How people with mental health problems experience life in the community has been
studied from different perspectives, and investigated by quantitative as well as
qualitative research methods. Some recurrent findings from quantitative studies
reveal unmet needs for social contact, relationships and activities (Bulow, Svensson,
and Hansson 2002; Hansson et al. 2003; Jansson, Sonnander, and Wiesel 2003) and
the importance of such factors for self-reported ‘quality of life’ (Borge et al. 1999;
Elstad 1999; Oliver, Huxley, and Bridges 1996). Qualitative studies have reported
feelings of loneliness, shame and psychological pain, fear of neglect and exclusion,
passivity and needs for support but not wanting to be subjected to control (Birkeland
and Kristoffersen 2004; Erdner et al. 2002; Granerud and Severinsson 2006; Green et
al. 2002). Kristiansen’s study of women with long-term mental health problems
(2004) revealed fears of not being a good mother, issues of violence and abuse often
within the service system, worries about whose version of reality is ‘real’, and having
different perceptions of what help is helpful. Bergem and Ekeland (2004) found
variations in how people with mental health problems created and sustained their
identities, mentioning the need for flexible community mental health services. Borg
and Kristiansen (2004) found that people with serious and enduring mental distress
often recover based on their own active agency combined with non-traditional
responses from service workers. Life in the community for people with mental health
problems has also been studied by observations and field conversations. Reporting
from a study in the USA, Estroff (1981) described how ‘psychiatric clients’ often had
to struggle to get by. Prior (1993, 178) described the social worlds of ‘ex-patients’
living in local communities in Northern Ireland as ‘ . . . a subworld of the disabled and
the handicapped and the sick . . .’, a world that had only superficial contact with
mainstream society.
Qualitative studies have also been conducted within community mental health
services. In a Danish study, Kristiansen (2000), reported variations in individual users’
attachment to community mental health centres, and in a study fromNorway, Lillestø
and Hanssen (2000, 57) found that users had an ambivalent relationship to
community day-centres, wishing most of all to ‘come back to society’. In an English
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study with a geographical perspective, Conradsen (2003, 507) described ‘drop-in
centres’ as ‘spaces of care in the city’. Whitley et al. (2008), reporting from qualitative
evaluation research in the USA, found that centres called ‘intentional recovery
communities’ were important for the psychosocial needs of service ‘consumers’. The
most prominent theme identified in their study was the importance of feeling safe,
which: ‘ . . . appeared to be the bedrock upon which positive inter-personal relation-
ships were forged and individual growth occurred’ (177).
It seems sensible to argue that community services should have a wider focus than
treatment and care (Corrigan et al. 2008; Grunewald 2000; Hyde´n 2005). Knowledge
about the social and relational aspects of mental health and mental distress based on
learning from those with lived experience is important in order to develop services
which support community participation and inclusion. There remains, however, a
lack of research-based knowledge about the content and function of contemporary
community mental health services (Ramsdal 2002). The subject of this article is what
functions and meaning different aspects of such services might have in daily life for
people with mental health problems.
Methodological approach and rationale
The rationale for this study was to add new insights and perspectives to existing
knowledge about the role of community mental health services in people’s life
situations from the perspective of service users living in the community. This theme
was explored in individual interviews with 10 service users in a study which was
developed and conducted during participant observation (Hammersley and Atkinson
2007; Sharkey and Larsen 2005). After information rounds, five women and five men
volunteered to be interviewed by contacting the first author directly or via a member
of staff at the centre, during periods of participant observation from May to
November 2005. The intention was that this procedure should facilitate the
participation of persons who wished to be interviewed, but who might not otherwise
come forwards as informants. This would, again, aid in the inclusion of informants
with avariety of experiences, which was important in this study in order to gain insight
into experiences from community mental health centres as part of daily life.
Study context
The research reported here was conducted within three community mental health
centres in a Norwegian city. In the local mental health service plan, the centres are
described as ‘meeting-places’ for people with mental illness living in the community.
As described earlier, mental health services that aim to support people in the
community have been developed in many countries. It is, however, important to note
that similar terms can be used about different types of organizations. The centres that
provided this study’s research context are part of the local municipal health services,
with staff from different health- and social professions employed. All centres are
situated in mixed business and residential areas: one close to the city centre, another
at the outskirts of the city and the third about 10 kilometres from the city centre.
Users choose how to use the centres: there are no intake procedures or applications,
no medical records are kept, and ‘user-participation’ in decision-making and
involvement in leading activities is encouraged. According to the local plan for
mental health services, the aim of these centres is to help users cope with everyday
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life: a step towards rehabilitation for some and/or mainly an arena for social contact
for others. Some visit the centres regularly while others ‘drop in’ only occasionally,
and individual persons’ use of the centres also varies over time.
Participants and procedure
Inclusion criteria for this study were to be a user of one of the centres, and also to
have an interest in sharing this experience to contribute to this study. The research
participants have been given fictional names and no demographic data were noted
other than gender and approximate age, which ranged between 40 and 60 years. As
the focus for the study was on the experiences of those interviewed, no medical
information was sought. All informants did, however, volunteer information about
previous experiences as users of mental health services during the interviews.
All the interviews were conducted by the first author. An open interview guide
was used, with themes relating to the following main question: ‘What does it mean to
you in your daily life to participate at the centre?’ Some informants did not wish their
interviews to be taped. As it might be perceived as intrusive, a tape-recorder was not
used (Sharkey and Larsen 2005, 177). Notes taken were summarized for the
informants during the interviews, asking whether the meaning of their responses
had been correctly understood. This can be considered as a validity measure in
qualitative interviewing (cf. Kvale 1996, 237). In subsequent interviews, four
informants supplemented some issues while three others commented that the written
interview reports adequately represented their experiences. Three informants were
not available for second interviews. In the autumn of 2006, meetings were held at
each centre, presenting and discussing preliminary themes and findings from the
analysis. These procedures were conducted in order to keep the research process
relatively transparent and to facilitate feedback from informants on preliminary
understandings during the research process.
Ethical issues
According to established regulations in Norway, the study was submitted to and
approved by the regional committee for research ethics, the Norwegian social science
data service, and the local medical officer. Before commencing the study, users and
staff were informed in open meetings, and written information was handed out and
also posted on announcement boards at each centre. An important principle when
conducting this study was to avoid putting pressure on service users by active
recruitment for interviews, according to requirements from the medical ethics
committee and medical officer in charge of the services and also in line with the
general approach in the research project. The research process was kept relatively
open, such that participating informants could review interview transcripts, and
discuss emergent findings during group discussions at the centres. This contributed to
a wider understanding of the informants’ perspectives, and was also based on ethical
reflections, since some informants might have disliked the experience of being written
about, with little influence on how their expressions might be used. As described by
Kristiansen (2005, 95): ‘ . . . within a medical approach, subjective reports are of
interest primarily to uncover signs and patterns of pathology. They are asked for, and
listened to, but then fitted into diagnostic categories’.
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Analysis
The data analysis was based on open-ended interviews, starting with the following
question: ‘What does it mean to you in your daily life to participate at the centre?’
The full text from all the interviews was first read through, obtaining an overall
impression of the content. Secondly, each interview was read, marking all the text
containing descriptions seen to illuminate the main research question. These
identified descriptions from across the interviews were then re-read several times,
developing and amending main themes and categories. Finally, the complete text was
re-examined and explored, searching for higher-order themes and issues (Kvale
1996). The following three categories were developed from the empirical material: (1)
To belong and be recognized; (2) Needs for support and challenges; (3) Participation
and everyday life. These themes do to some degree overlap. However, theme one
relates to ‘psychosocial’ aspects of using the centres, theme two focuses more on the
meaning of socializing within the centres as part of daily life, while theme three
relates to relationships between participation within the service and participation in
the wider community.
Findings
The purpose of this study was to explore experiences of attending community mental
health centres from the perspective of people who visit such settings regularly. The
main focus was on the meaning of this participation in the participants’ daily life
situations. Findings from the interviews are presented below, using the main themes
as headings. Some background information from observations during the field study
has been included, in order to contextualize the findings.
To belong and be recognized
All informants in this study emphasized the importance of having an environment
where they could feel safe and relaxed, in a friendly atmosphere that was free from
conflicts. Some also elaborated on the importance of how you are met. Linda, for
example, told how, on her first visit, one woman who visited the centre said: ‘come
over and sit here beside us’. This invitation was very important to Linda: ‘The two of
us are now best friends’. According to Jenny, there is an awareness of how they greet
and receive new users at ‘her’ centre. This is planned by users and centre staff. Jenny
compared being at the centre where she said she felt ‘like an equal’ to her previous
experiences of a psychiatric hospital where she had often felt ‘like a complete fool’ in
the role of patient. Grethe described her experience this way: ‘in a psychiatric hospital
one is not seen as a human being,  one becomes a ‘‘case’’ . . . but I’ve never
experienced leaving this centre feeling that I’ve been ignored’. This is how she
described the setting:
. . . it feels safe to come here, also when you have a bad day . . . It was difficult to identify
myself as someone who needs help from psychiatry. At the same time, the centre felt like
a safe place: you can come here also when feeling ill, as long as you can manage to sit
here for a while. This can actually feel like mastery, you know, just knowing that you’ve
been here. For someone with anxiety, this is an accomplishment.
Erik spoke about his own experiences and also what the centres might mean for
other users: ‘You get positive feedback . . . meet others in the same situation and can
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share these experiences without feeling shame. Here I don’t have to explain or defend
that I get a disability pension’. ‘Not having to put on a mask’ and ‘feeling less
pressure to have to live up to things all the time’ were also important to Erik.
Similarly, others described the centres as places where you could ‘loosen up’ or ‘be
yourself’. Grethe said: ‘The ordinary activities in the neighbourhood can be too
demanding after coming out from a psychiatric hospital. There you can feel like a
loser because you can’t manage to do the simplest of things. Here at the centre, you
are never a loser’. One woman gave the following example: ‘Here, we all know what
it’s all about. If I’m feeling low-down, like I was yesterday at the shopping centre,
then here they know that I am not only like that’.
Several informants spoke about these places as ‘their’ centre, for example Ivar
who referred to ‘his’ centre this way: ‘We are a close gang here at our centre. People
come here to be social and for instance to celebrate our birthdays’. How to spread
information to potential users was an issue discussed in meetings at the centres, and
some user-representatives were observed to be actively engaged in how the centres
were presented in brochures and on the internet. In the interview, Maria also spoke
about the importance of information. She had heard from others that their local
doctor had informed them about these centres and that visiting the centre could
prevent being admitted to psychiatric hospital: ‘If my doctor had informed me about
the centre, it would have been useful. Doctors and other health professionals should
be more aware of different opportunities and rights. There is a lack of information’.
Needs for support and challenges
When interviewed, Erik said: ‘To come here can be a little like being at work. It is a
kind of learning process, too. You get important experiences and dare to behave more
freely’. In line with this, conversations at the centres were observed often to be about
practical things, such as food prices, food recipes, how to get a bank loan, buy a flat
or decorate a room. Sometimes people would give practical advice to one another.
Conversations were also about previous holidays, or shared experiences like a bus trip
or the centre’s Christmas party. When staff participated in these settings, it was as
ordinary conversation partners. These were observed to be like familiar, everyday
conversations that could take place anywhere in our culture.
In the interviews, some users talked about mutual support, available companion-
ship, and sometimes the development of friendships. David said: ‘There is not much
‘‘illness-talk’’ at the centre, since there is a ‘‘house rule’’ against too much of this.’
However, he also added: ‘Sometimes it’s necessary to talk about one’s problems and
the things one struggles with . . . others may have experienced the same, and this can
be positive’. Both Maria and Andreas described how, in their experience, ‘meeting
like-minded’ could mean ‘finding comfort in sharing the same fate’. Similarly, Grethe
said: ‘Those who know how it feels can give others good ideas and help start a
process that has positive effects’.
All users emphasized the need for having professional staff available at the
centres. Jenny said: ‘The professionals are very important . . . they are together with
us and listen to us. I can ask for advice if there is some trouble in my daily life’.
According to Maria: ‘When you’re ill you want the staff to have good professional
knowledge and to understand what the matter is’. This appeared to be related to
keeping the setting conflict-free and feeling safe, and also a concrete need for help
and advice in one’s daily life situation. Ivar said about this:
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Here you are backed up in your everyday life if you need it . . . It is very important that
those working here have professional knowledge. Here we have the safety of knowing
that there are professionals available who can handle the situation if something should
happen.
Karin said: ‘People here are nice. But I still don’t want the users to take over. It’s
important that the staff takes care of things and organize activities,  otherwise it
might be chaotic. The way things are here suits me fine. I need a very long time to
connect to new people’.
Participation and everyday life
Responses to what participation at the centre meant in daily life in general were
mainly about having somewhere safe to meet people and to have opportunities to
participate in activities together with others. Alternatives were often described as
being left alone, and on one’s own. Linda, for example, described ‘lying on the couch
at home’ as her alternative, adding ‘that’s what I used to do before’. When asked
about what centre-participation meant for her, Karin answered: ‘for example, one
doesn’t have to walk around town alone all day. It would be boring and lonely in the
long run’.
Another typical response was related to reducing experiences of mental distress.
Andreas said that the centre was ‘very important’ for him in order to get out either on
his own or be together with others. For him, this social participation also served as a
way of avoiding his experiences of strong anxiety. In his own words: ‘When you’re
alone, you can get yourself into a state of anxiety and crisis. Together with others, you
can train yourself not to think like this’. Jenny compared participating at the centre
to her earlier experience of psychiatric hospitals this way:
It’s very important to have somewhere like this to go to. Before one didn’t have
alternatives to hospital admission . . . it was quickly in and out of hospital. Because of
this centre, I haven’t been inside a psychiatric hospital for ten years. It’s like an anti-
depressant without side effects.
Grethe likened her depression to being in a ‘vacuum-land’, explaining that
somebody then has to help in order to ‘let in air and open up a way out’. Sharing
positive experiences with others at the centre could, again according to Grethe, help
this way: ‘Experiencing something,  then being able to tell others about it is very
different from living in a vacuum. Actually, not only to tell others, but also knowing
yourself that you have done something helps’. Similarly, Erik said: ‘To participate
socially here helps me to feel less isolated in general. In this way, to participate here
can help me manage to do other things as well, outside of the centre’. According to
Karin, visiting the centre also helped her to have contact with others outside of the
centre. She said the following: ‘I feel proud to participate here. Managing to come
here also helps me to take part in other things. I get more self-confidence’.
Discussion
The purpose of this study is to illuminate different aspects of what it means to attend
community mental health centres in a context of user-participation and social
inclusion, based on the experiences of regular service users. A main finding from 10
individual interviews was a very positive description of these centres. On one hand,
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this is not surprising, since all the study participants had chosen to visit the centres
on a regular basis. It also reflects a sense of belonging, since these centres are based
on both professional- and peer-support. This indicates that services focusing on user
participation and social inclusion are appreciated by their users.
To belong and be recognized
To feel socially included and safe was important for all those interviewed in this
study. Some related this to needs for safety and support in order to avoid or reduce
experiences of mental distress. Others felt that participation at these centres could
prevent (re)admissions to psychiatric hospitals. It was also important for the users to
participate in an environment where one felt equal and respected. Honneth (1995,
2003) highlights needs for fellowship, where one is seen as a fellow human being and
recognized for one’s competencies, not merely as a person observed and tolerated.
Relationships of mutual recognition provide opportunities for experiencing solidar-
ity, social inclusion and increased self-worth. Grethe’s expression: ‘here you are never
a loser’ when speaking about the atmosphere at ‘her’ centre provides an illustrative
example. Some of the interviewed referred to the centre as ‘our place’. It was also
observed that users of the centres informed potential new users about the centres.
This can be understood as expressions of anticipated fellowship and belonging.
Whitley et al. (2008) found that ‘intentional recovery communities’ were
important for the psychosocial needs of ‘service consumers’. Feeling safe was vital
for the development of positive relationships and individual growth, and this also
allowed ‘consumers’ to function better in ‘everyday society’. The present study
supports these findings. The expressed needs for protection from the pressures of the
wider community identified in this study do, however, also highlight that there are
barriers to social inclusion in society for people who experience mental distress.
Tøssebro (2004) has discussed the distinction between tolerance in society in general
and individuals being ‘tolerated’. The need for environments where one can be seen
and respected; not merely ‘tolerated’, may indicate a lack of opportunities for
experiencing true recognition as fellow citizens in society.
Support and challenges
Through talking about everyday experiences, people gave one another practical
advice and feedback. Conversations that involve mutual sharing of experiences might
support one’s identity as someone who has something worthwhile to give to others.
Such conversations can be understood as ‘normalizing’ and ‘identity-forming’,
especially when staff also share experiences and reactions from their own daily lives.
Mutual support may enhance self-confidence and strengthen people’s identity as
someone who contributes rather than being viewed solely as ‘service users’. Some
centre-users emphasized that participation in activities and sharing experiences at the
centres helped building confidence and gave them something to talk about when
meeting other people. Others emphasized opportunities for ‘training’ and learning to
cope with everyday life. This is in line with findings suggesting that ‘bridging’ social
capital is of particular value as it supports vertical exchange and enables people to
‘get ahead’ rather than just ‘get by’ (Usher 2006).
For some participants in this study, contact with others who ‘shared the same
fate’ was important, including the sharing of good advice based on ‘illness-
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experience’. Gustavsson’s research (1993) describes how some persons with mental
illness prefer the company of others who share the same experience over others who
do not. This raises interesting questions about social inclusion and community
integration, for example how one defines ‘community’, and related feelings of
belongingness. As pointed out by Bricout and Gray (2006, 5): ‘Communities exist
both as a physical place, whether defined by local convention, political boundaries or
shared perceptions and as a locus of affiliation or identification . . .’. Seen in the light
of theories about social networks and social capital; can ‘weak ties’ that are
developed within community mental health services also increase people’s ‘bridging
social capital’, leading to new experiences and activities in the wider society?
Participation and everyday life
The community mental health centres studied in this research project played a central
role in the daily life of many of their users. Alternatives were often being alone and
not participating together with others. Contrary to findings in a study by Lillestø and
Hanssen (2000), none of the informants in this study expressed ambivalence about
their participation at the centres. This difference may be related to methodology, or it
can reflect differences in the study contexts, including changes in policy and
organization. A Danish study (Kristiansen 2000) found variations in how people
used and identified with community mental health centres. In the present study such
variations were also observed. Bergem and Ekeland (2004) discussed a need for
flexible community mental health services based on self-determination for the users.
Findings in this study support the view that open and flexible community services
may have the potential of increasing personal social networks and feelings of
recognition through mutual relationships and peer-support. Such services may
provide opportunities and challenges, and can also function as a safe retreat, in order
to gather the strength to move on towards greater participation in community life.
According to service users in this study their participation also aided in participating
socially outside the community mental health service arenas. However, some of the
interviewed also describe these services as places where one could get away from
‘society’, indicating some need for ‘sanctuary’ or ‘asylum’, often due to the
experience of barriers to true social inclusion in the outside world.
Some methodological considerations
The purpose of this study has not been to generalize or evaluate, but to gain insight
into different aspects of what regular use and participation in community mental
health centres mean in people’s daily life situations. From observations by the first
author, and from comments by some of those interviewed, one can note that this
inclusion procedure facilitated participation in the study of service users who might
not otherwise have been interviewed. By including the views of some service users
who are otherwise seldom heard, the study adds a new perspective to the knowledge-
base about the experiences of mental health service users in the community.
No attempt was made to actively recruit informants. This was a pre-requisite for
gaining access to the setting from those in charge of the services, and is also an
important principle in research ethics, because of protecting anonymity and ensuring
informed consent. It is, however, important to consider that the interviews are based
on ‘self-selection’ among people who have chosen to use community mental health
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centres, often on a regular basis, and that the inclusion of more ‘peripheral’ service
users might have lead to more critical views. People who occasionally drop in to
community mental health centres have elsewhere been found to have different
affiliations to the service (Kristiansen 2000).
Another important point is that all informants volunteered some information
about previous treatment from other mental health services, and some compared
their previous experiences to their present situations. Thus, their frames of reference
would be influenced by a contrast between ‘before and now’. On one hand this
indicates progress in making mental health services more useful and less repressing.
On the other hand, previous negative experiences may also reduce people’s
ambitions. Persons who use other services or participate in a user-organization
may have different experiences and views.
Concluding remarks
Open and flexible community mental health services provide support which may aid
in coping with life in the community for some of the users. To have professional help
available without having to give up control in one’s life-situation may increase
feelings of security and agency, and may prevent (re)hospitalization for some. To
experience mutual relationships and recognition contributes to self-confidence and
well-being. Community mental health centres can also be seen as protective
communities within the larger community. Without such ‘protective environments’,
would people with severe mental health problems be left behind in institutions? Or is
it the settings and supports offered by society that limit social contact? Important
questions remain unanswered about the use of community mental health services and
about creating opportunities for people with mental health problems to receive
recognition also in the larger community. Further research into community
participation and inclusion, as well as how different types of community mental
health services might aid in such processes, is necessary.
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User participation in community mental health services:
exploring the experiences of users and professionals
Increased user participation and community integration
are central aims for contemporary mental health policy in
many countries. User participation in community mental
health services is developed through practice; from inter-
action between service-users and professionals working on
the ground level. Despite this, there is a lack of research
exploring users’ and professionals’ experiences and views
based on the practice of user participation. The objective of
this study was to illuminate user participation in a com-
munity mental health context based on the experiences of
users and professionals within the same services. A quali-
tative study with an explorative design was applied. Pre-
liminary data analyses based on a ﬁeld study within three
community mental health centres in a Norwegian city lead
to our speciﬁc focus on experiences of user participation.
This theme was explored in individual interviews with 10
users and two group interviews with six professionals. This
article is based on the data from these interviews. All
informants valued user participation in the service and
highlighted the importance of the environment. Users and
professionals did, however, highlight interesting issues of
user participation from different perspectives. We devel-
oped the ﬁndings into three main themes: (i) user partic-
ipation – experiences and preferences, (ii) an environment
that promotes user participation and (iii) professional help,
responsibility and user participation. Developing service-
users’ inﬂuence through participation is important, not
only on the political and organisational level, but also in
the contexts where users and professionals meet and col-
laborate. Self-determination in how to use services means
that there are opportunities for receiving support without
being subjected to control. Community mental health
services which provide ﬂexible, accepting environments
with possibilities for both support and challenges may
enhance participation and give all users possibilities to
have an inﬂuence.
Keywords: user participation, community mental health,
experiences of users and professionals.
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Introduction
Increased user participation, which is an aim for mental
health policy in several countries, signals a democratisa-
tion of the relationships between service-users and pro-
fessionals. But what are the experiences of those who are
expected to collaborate to make this policy work in prac-
tice? In this article, we explore how users and service-
providers in the same community mental health centres
experience user participation. The background for this
study is our interest in the social aspects of mental health,
the experiences and views of people who live with mental
health problems and relationships between users and
professionals. The aim of the article is to add to our
understanding of user participation by illuminating dif-
ferent perspectives within community mental health.
Background
The importance of social factors for mental health; both
welfare conditions and social relationships, has long been
established (1, 2). Research into the welfare of people with
mental health problems have shown that, as a group, they
are still among themost socially excluded in society (3, 4). A
process of closing or downsizing psychiatric institutions has
taken place in many countries in the western world. This
re-organisation of services is intended to enhance social
integration and inclusion for persons with mental health
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problems (5–7). A central challenge for contemporary
mental health policy is to develop community services
which support people in their life situation in the commu-
nity. This gives persons with mental health problems
increased rights and responsibilities compared to being
patients in psychiatric institutions (8). Implicit in this policy
are also the expectations that users of community mental
health services shall be active participants. In a recent report
(5–7, 9), the Norwegian Department of social and health
affairs states the following aboutuser participation inmental
health:
‘Users have the right to participate and at the same
time user participation has a value in itself, a thera-
peutic value and is a means to enhance the
improvement and quality assurance of the services’.
(…) ‘User participation – whether it is on the systems
– or individual level – means that the user participates
in shaping the service together with professionals’.
User participation, as the term is applied to the mental
health area, is about users having an inﬂuence on the
services they use. Believing that one has some control in
one’s life situation, as opposed to feeling helpless (10) can
be important for mental health and for experiencing life as
meaningful. Antonovsky (11), for example, describes this
as part of having a ‘Sense of Coherence’. Increasing users’
rights to have an inﬂuence on services has been described
as ‘empowerment’, which has been linked to both the
ideals of collective social action and to ‘individualistic
consumerism’ (12). User involvement in a system has also
been described as a continuum, depending on how much
power the user has (13). This model incorporates individ-
ualist and collectivist traditions, ranging degrees of users’
involvement from being informed, consulted, in partner-
ship through to having user control.
Discussions of individual vs. collective aspects of user
participation can also be seen in the light of social scientiﬁc
theories about relationships between lifeworld and system.
Layder (14: 8), for example, claims that everyday worlds,
social activity, the nature of social relationships, the
organisation of settings and its wider contexts are partly
independent realmswhich are ‘(…) fused in different ways’.
How individuals’ unique experiences and interpersonal
relationships are inﬂuenced by and have an inﬂuence on
social situations also raises important questions for health-
care research and theory. For example, how does user par-
ticipation on the individual level relate to users’ right, as a
group, to have inﬂuence on the organisation – and devel-
opment of mental health services? Is it meaningful to rank
user participation from the individual level through to the
collective level, or should theseperspectives be considered as
separate, equally important and intertwined domains (14)?
Research and evaluations have shown great variation in
how different mental health services live up to the ideals of
user participation (15–17). Some studies have also found
variations in users’ preferences for participation in deci-
sion-making (8, 18). Nelson and Lomotey (19) found that
members of consumer-run organisations participated most
often in social and recreational activities and less in
‘external’ activities. In a study by Truman and Raine (20)
users of a community service appreciated working towards
their personal goals, mixing with others and helping oth-
ers. Connor and Wilson (21) identiﬁed person-centred
care, appropriate professional training, information and
peer support as valued by the users. Saeterstrand (22)
found professionals’ expertise in communication and atti-
tudes towards co-operation with users to be decisive for
the implementation of user participation.
Although the term is frequently used and discussed,
what user participation may imply in practice for users and
professionals is, however, not always clear (23–25). Aims
of user participation can be vague and may have different
meanings depending on one’s perspective, which makes
the degree of user participation in services difﬁcult to
evaluate (26). A report from the Mental Health Commis-
sion New Zealand (27: 6) states that a weakness in dis-
cussions about service-user participation is that it tends to
focus on the service or systems level and not on individual
service-users’ relationships with mental health workers
while receiving a service:
(…) There is little consistency in the way policy
makers, funders, providers or mental health workers
think about, plan for and ensure participation. Rea-
sons for this inconsistency include the lack of clarity
and consensus about what service-user participation
really means, and the contexts and competencies that
are necessary to support it.
Policy documents and organisational structures are
frameworks which may or may not facilitate user partici-
pation in mental health services. Knowledge based on the
experiences of persons with mental health problems who
are users of community mental health services is an
important aspect of understanding user participation. For
many persons with long-term mental health problems,
being users of community services is part of everyday life.
The experiences and views of the professionals with whom
they interact are also important, partly because their
mental health work directly affect the users in their life
situation and also because this may indirectly illuminate
the ideology that ‘surrounds’ the users (28, 29).
User participation as practice in community mental
health is developed through interactions between users
and professionals. Despite this, there is a lack of studies
based on the experiences of both these groups within the
same services. Bringing the two perspectives together in
one study can contribute to our understanding of the
conditions for user participation and the development of
user participation as practice. The objective of this study is
to add to our understanding of user participation by
exploring the experiences of users and professionals within
a community mental health service.
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Method
This study was developed and conducted during partici-
pant observation as part of a ﬁeld study within three
community mental health centres. Observations of mental
health work and users’ participation within the service led
to our interest in gaining more insight into the meaning of
user participation from the perspectives of both users and
professionals. Users’ experiences were explored in indi-
vidual interviews in order to illuminate the meaning of
participation in community mental health centres in their
daily life situations, while group interviews were chosen as
method for studying professionals’ experiences of user
participation as part of their mental health work. Open-
ended interview guides with user participation as one main
theme were used in both types of interviews. All inter-
views were conducted by the ﬁrst author from May 2005
to March 2006.
The research context
Data were collected in three community mental health
centres which are part of the municipal services in a
Norwegian city of approximately 150 000 citizens. These
centres were chosen as a research context because, in line
with current mental health policy, to enhance user par-
ticipation is a central aim for the service. The centres are
located within or just outside the city centre, close to
shops, ﬂats or ofﬁces. In the local municipal plan for
community mental health services, the centres are de-
scribed as ‘meeting places’ and ‘low threshold services’
which can be stepping stones towards rehabilitation for
some users and mainly an arena for social contact for
others. Users choose how and when to use the centres.
Registrations made in 2002 showed that the three centres
had 215 regular users and were visited each day by an
average of 66 persons.
Ethical considerations
The study was approved by the regional branch of the
National Committees for Medical Research Ethics. Access
to the research context was given by the medical ofﬁcer in
charge. A principle followed throughout the study was to
conduct the research in a nonintrusive manner (30). This
is important, particularly in qualitative studies within
health services, where users may feel pressurised to par-
ticipate because of dependency of the service. The ﬁrst
author conducted information rounds in open meetings at
the centres during the autumn of 2004. Written informa-
tion was put up on information boards and the staff in-
formed new users about the project. All those interviewed
gave their informed written consent beforehand. Names
are ﬁctional and informants’ ages are not included in the
article to secure anonymity.
Procedure and participants
Individual interviews with service-users were conducted as
a process during a 7-month period of ﬁeldwork; aiming to
facilitate the participation of persons who wished to share
their experiences but who might not otherwise have come
forwards as informants. The criteria for participation were
(i) to be a user of one of the centres and (ii) to have an
interest in sharing this experience. We also aimed to illu-
minate different aspects of user participation by exploring
variations in experiences (31, 32). Based on preliminary
analysis, the ﬁrst eight interviews contained varied
descriptions of user participation. However, in order to
obtain a gender balance as well as to have all three centres
represented, two more interviews were included. A total of
ﬁve women and ﬁve men (40–60 years), all regular users
of one of the three centres, were included in the study.
Reading through all the 10 interviews, we identiﬁed de-
tailed descriptions of a wide range of experiences illumi-
nating the theme of user participation from the perspective
of service-users.
At these centres no medical records are kept, as the aim
is to support the users in their life situations. Both due to
the research context and the purpose of the study we did
not ask about diagnoses or treatment. However, during the
interviews all users volunteered information about earlier
treatment from mental health services. The interviews
with service-users were not tape recorded, both for ethical
and methodological reasons. Some informants said that
this would make them feel uncomfortable, and we wanted
to avoid using disturbing interview techniques as well as to
have a transparent research process (33, 34). We also had
the background knowledge that many who have been
patients in psychiatric hospitals have experienced being
written about without having a say about the content of
their medical journals (35). Notes taken were summoned
up for the informants during the interview (34, 36). Seven
informants also read and commented upon their interview
text. This procedure, described as member-checking, adds
to the transparency of the research process and can be
considered as a validity-measure (36). Three informants
were not available for re-interviews.
The selection criteria for the group interviews with
professionals were to have worked at one of the centres for
1 year or more and to have previously worked in an
institution. Our intention was to interview experienced
professionals with a variety of work experiences. We also
wished to include professionals from all the three centres.
Five women and one man (40–60 years), two from each
centre, volunteered to participate. This mirrored the gen-
der difference among professionals within these services.
The professions of occupational therapy, nursing and social
education were represented, either on the upper secondary
or university college level. All had an additional year
of specialised mental health education. Their work
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experiences at the centres averaged 7 years and work
experiences from institutions ranged from 8 to 18 years.
Both group interviews were tape recorded and lasted for
1½ to 2 hours. The interviews were conducted by the ﬁrst
author. The second author was an observer in the ﬁrst
interview to aid in our discussions during data analysis.
Data analysis
The general perspective behind the analysis is inspired by
principles of grounded theorising applied to ethnographic
studies as described by Hammersley and Atkinson (31:
158). This study was developed during preliminary anal-
ysis of data from a ﬁeld study (31). User participation was
described in documents about the service and it was also a
regular topic during meetings and ﬁeld conversations.
Different views and understandings expressed awoke our
interest in exploring this theme further in interviews. In
order to illuminate different experiences, user participation
was analysed thematically across all the interviews (36,
37). The full text from the 10 individual interviews with
service-users was read several times. Next, all the text on
user participation was identiﬁed and marked in each
interview. The data from both group interviews with
professionals was analysed similarly, but with an addi-
tional focus on discussions within the group (32). Finally,
sub-themes identiﬁed were developed into three main
themes across all interviews with users and professionals
and the whole text was re-read to ensure that these themes
represented the responses of the informants. Some early
analyses were presented during meetings attended to by
both users and professionals at each centre. No disagree-
ment with our general understandings of the data material
was voiced.
Findings
In this study, we asked users and professionals within
three community mental health centres to describe their
experiences of user participation. Three main themes were
developed during the data analysis: (i) user participation –
experiences and preferences, (ii) an environment that
promotes user participation and (iii) professional help,
responsibility and user participation.
User participation – experiences and preferences
To participate in decision-making about activities at the
centre was important for most users. This included plan-
ning and deciding which activities that should be available.
Jenny said: ‘For me it is important that we plan activities
together (…) that these are activities that we as users have
decided on ourselves’. Grete underlined the importance of
individuals’ personal choice about which activities to par-
ticipate in: ‘The professionals are important as motivators.
But it is good that they do not make decisions for us… that
we decide for ourselves and can fall down on something
that feels right for us’. Some users who described them-
selves as not very active for the time being also appreciated
knowing that there were possibilities for user participation.
David put it this way: ‘I am not very active in that area, but
it is good that it is possible for those who want to, to
participate in decisions about activities’.
All users who responded to the following question: ‘Do
you have user-participation here at the centre?’ gave
positive answers. Some did, however, underline the
importance of understanding that having mental health
problems means that people can sometimes feel too anx-
ious to take active part in activities and discussions. Jenny,
for example, explained the following about the possibilities
for user participation:
Yes, we have participation from users here, for
example through the house meetings. We also choose
user representatives who have meetings with the
leaders of the centres. But it is often difﬁcult to get
people to participate as representatives. I think social
anxiety may be what stops many (…) many users do
not want to participate, and say ‘Not another house
meeting again’. Sometimes it seems as if it is more
important for the staff that the users participate, than
it is for the users themselves.
Maria explained the importance of having user represen-
tatives by pointing out that, although participation at the
centre can strengthen people in their daily life situation,
people who are users at the centres have different back-
grounds and that ‘contributing to making psychiatry bet-
ter’ demands more energy than what many people have.
When asked about the possibilities for user participation at
the centre, she said:
(…) we have a meeting for all once a week, which we
call the house meeting. There we can raise different
issues. But it is sometimes difﬁcult to feel well enough
to manage to take up things at these meetings, so we
also have the possibility of leaving a written note in a
box beforehand.
One question in the individual interviews was what it
meant to be able to choose when and how to participate at
the centres. Andreas said: ‘(…) it means that you do not
have to account for what you do to anybody’. Some users
contrasted this self-determination with experiences from
previous psychiatric treatment. Hans, for example, de-
scribed psychiatric hospitals as ‘(…) places where you can
be administered all day and night’, and both Grete and
Jenny described experiences of feeling ignored as patients
in psychiatric hospital wards.
According to the professionals, some users felt the need
to use the centres for a very long time and mainly for
maintaining their own quality of life, while others wel-
comed training and challenges: ‘(…) we shall motivate for
that, too, but each person has to do this their own way’. As
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one group participant put it: ‘The most important question
is how they manage to have an inﬂuence on their own life
situation.’ What users want to decide was described as
‘very individual’. There were great variations in users’
wishes to take part in decision-making and this could also
vary over time for individual users. One group participant
put it like this: ‘(…) but user participation can also be little
things, like deciding what to have on the menu, or where
this year’s summer trip shall go to’. To take on a more
formal role was understood as difﬁcult because many users
did not have much training in this area. However, a
reluctance to take on the role as a representative for a
group was also pointed out as normal in all organisations.
One group participant gave this example: ‘(…) maybe, if
you say something, then you are pointed at and told to
take the responsibility. We know ourselves that this is not
always easy. I certainly do not always dare to do these
things’.
An environment that promotes user participation
The importance of keeping the centres safe and free from
conﬂict was underlined by all the users in this study.
Feeling secure was very important for Karin, who said this
about her situation: ‘I need a very long time to connect to
people. I feel proud that I am able to come here and take
part in some things. This gives me more conﬁdence’. Other
users also valued that the centres gave them possibilities
for new challenges. All users interviewed said that the
professionals were very important in creating an envi-
ronment where everybody could be heard. Ivar welcomed
increased user participation, but he also underlined the
importance of the professionals’ role: ‘(…) sometimes
there can be too many bosses, so someone with authority
has to cut through all this. But back to user participation:
there’s a big difference between shaving and cutting your
head off’. Hans also emphasised the importance of keeping
the environment safe and to have competent leaders,
however: ‘It is not so important for me whether they are
users or professionals, because the important thing is that
someone takes responsibility and ensures that the centre
functions’.
The professionals said that an important part of their
job was to create a social environment which would
promote positive relationships and where all users could
be heard. Sometimes users could have great difﬁculties
in demanding their rights or even raising their voice.
User participation was therefore not only an individual
issue:
Someone has to see the whole group at the same time,
what it is that beneﬁts the whole group … this
sometimes disappears in discussions about user par-
ticipation (…) We have to organise so that most users
shall be able to have an inﬂuence. This is part of
enhancing the users’ social competence, and this is the
reason for us being here, - helping them to feel com-
petent to participate in the world.
The group of professionals described user participation as
important training for the users, in order to achieve
conﬁdence and to cope with everyday life. However,
they also described how they sometimes experienced a
dilemma when trying to motivate users to become user
representatives or to be active during meetings at the
centres. The group discussed this as a dilemma between,
on the one hand promoting user participation and on
the other hand allowing users to choose how to use the
centres. Some users would at times and for different
reasons prefer just to receive services and not to take an
active part in decision-making. One group member put it
this way:
(…) on the one hand we tell the users that this is a
service free from obligations and you do not have to
be actively engaged if you do not wish to. You can be
here and observe for instance for half a year if you
wish … and take your own time. But on the other
hand we want active participation and we spend a lot
of time every day motivating and putting pressure on
people … And there is an antagonism here: the users
have the possibility to participate (…) But it has also
been pointed out that this is voluntary … and that
participation in decision-making is a possibility.
The main focus for the professionals was on user partici-
pation as a democratic right and collaboration between
them and the users as essential in achieving this. They also
described how users participate in decisions about all
activities and the social milieu at the centres. However,
neither they as employees on the ‘ground level’ nor the
users had an inﬂuence on the budget. This limited deci-
sion-making about the range and type of activities. Having
to discuss and make priorities was, however, also described
as part of ‘normalisation’.
Professional help, responsibility and user participation
Most users emphasised their needs for support as well as
the right to have inﬂuence. The importance of available
professional help was underlined by all. For David, this was
very important in order to cope with everyday life. Both
Karin and Linda emphasised very strongly that people
have different needs and that many need help from pro-
fessionals in addition to activities together with others.
Maria said the following: ‘When one is ill, one wants the
staff to have good professional knowledge, so that they are
able to understand what is wrong and to take care of my
interests and to care for me when I need it.’
A few users discussed the focus on user participation in
mental health in political terms and were critical in case
this policy would turn out to be about cutbacks and the
reduction of resources within mental health services. Erik,
for example said the following:
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One can be suspicious and think that this is really
about money. It may be about participation and the
responsibility that we have to take ourselves, but it
may also mean that the professionals disappear and
the users shall run these centres themselves. It is very
nice to hear that I shall be heard, but how much
valued is this really when decisions are taken in
society? It may be that they ask us in order to make it
all look better and that my opinions do not have any
inﬂuence when real decisions are to be made. (…)
Which way is this moving? Is there some kind of
control over this process?
The professionals underlined the importance of clarifying
what user participation means in practice. All had experi-
enced that some users were worried in case the focus on
user participation might lead to reduced support and more
responsibility than what they felt able to handle. Some
group participants described the concept of user partici-
pation as too vague: ‘I want us to be able to deﬁne what
user participation means in practice here at these centres.
If we cannot do that, then I think we should stop using the
word’. In a discussion, the focus on user participation was
described as a positive change towards more democratic
services. As one experienced group participant illustrated:
‘For me it is enough to think back to the time when pa-
tients did not even have an inﬂuence on what to have on
their sandwiches’. Another group participant did, how-
ever, question whether user participation could become
‘just another concept made up by us professionals’.
Discussion
The aim of this study was to add to our understanding of
the development of user participation in community
mental health, based on the experiences of users and
professionals. The research context was three community
mental health centres with aims of enhancing user
participation, which is also a central policy aim for con-
temporary community mental health services in many
countries (5, 6). We therefore believe that the ﬁndings
from the study may have relevance outside of the local
research context (38). The study includes users who were
observed not to be active during meetings or conversations
at the centres. This information, based on the ﬁrst authors’
ﬁeld notes, indicates that the recruitment of informants as
a process over several months might have contributed to
the inclusion of persons with mental health problems who
are seldom interviewed.
The present study does, however, also have some meth-
odological limitations. First of all, the ﬁndings can not be
generalised to all persons with mental health problems liv-
ing in the community. The informants in the individual
interviews participate as regular users of communitymental
health centres. Persons who for example participate in user-
led organisations may have different views. Another
important question is whether further interviews might
have added substantially to our understanding of the theme
of user participation. This explorative study had a focus on
the experiences of regular users of community mental
health centres. A different approach, including more
‘peripheral’ users, might have provided a broader perspec-
tive. Thirdly, users were interviewed about their individual
experiences, whilst the professionals were interviewed as a
group, focusing on their work experiences. The aim was to
explore user participation from both these perspectives. It is,
however important to bear in mind that the different
interviewmethods used means that responses from the two
groups cannot be directly compared.
All users and professionals interviewed valued user
participation at the centres and also highlighted the
importance of maintaining an atmosphere that promotes
the participation of all users. Exploring the experiences of
both these groups of informants did, however, also high-
light some different perspectives of user participation. To
have an inﬂuence on activities at the centres, as well as
being able to use the community services according to
their own felt needs was valued by all the users inter-
viewed. Most users also emphasised that their needs for
available professional help must not be overlooked when
discussing user participation. Recurring themes in the
professionals’ discussions were user participation as col-
laboration between themselves and the users, as a demo-
cratic right for the users and as training to cope with
everyday life in the community.
Both users and professionals underlined that some users
did participate in decisions about activities and the social
milieu of the centres. However, both groups of informants
also described that many users were reluctant to participate
in decision-making during meetings and on the organisa-
tional level. Variation in users’ desire for participation in
decision-making is in line with some previous ﬁndings
(8, 18). In this study, the professionals described how they
sometimes experienced a dilemma between motivating
users to participate in decision-makingwhile also respecting
individual users’ right to control their own degree of
involvement. Could ‘demands’ for user participation on the
service level exclude persons who do not feel able to be
actively involved in decision-making? Or, on the other
hand, could a focus on individual self-determination within
services reduceuser participation on the systems level? Such
questions highlight some important challenges for policy-
makers as well as for users and professionals who are ex-
pected to collaborate and further develop user participation
as practice within community mental health services.
All informants among the users highlighted the impor-
tance of self-determination in how to use the service. This
provides possibilities to deﬁne one’s own needs and to
receive support without being subjected to control or
surveillance, as some users underlined. Research on peo-
ple’s experiences of recovery from mental health problems
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has highlighted the importance of being regarded as per-
sons who are worth listening to and who are able to ex-
press their own goals (39). Experiences of having an
inﬂuence on one’s life situation can enhance feelings of
self-respect, self-conﬁdence and a positive identity; factors
which contribute to positive mental health (11, 20, 33).
Such issues, which were important for the informants in
this study, relates to individuals’ experiences from partic-
ipation in situated activity and social interaction on the
‘micro-level’ (14). However, some users in this study were
also concerned that the focus on user participation might
imply reduced services and some professionals were con-
cerned that unless user participation is properly deﬁned, it
might become an empty phrase. These ﬁndings also illus-
trate the importance of clarifying what user participation
may mean both on the individual and organisational level,
as well as the degrees of users’ involvement that are pos-
sible within particular services.
User participation can be viewed as one single process,
ranging from the level of individual service-users through
to user control over services (13). This model is useful for
planning and research into the organisation of mental
health services. However, degrees of user participation and
inﬂuence on the individual level should not be viewed as
at the bottom of a hierarchy in general. As this and other
studies have found, processes on the ‘ground level’ of
services, like face-to-face interaction and participation in
activities, can be of central importance for users of mental
health services in their life-situations in the community.
Processes on the micro- and macro-level can be viewed as
both separate and intertwined (14) and an important
question is how services can be responsive to users’ rights
on both levels. There is a need for greater clarity about
what user participation means in practice, for example
what competencies and contexts that are necessary to
facilitate it (27). These are important areas for further
research.
Conclusions and implications for services
Flexible community mental health services which are
responsive to users’ experiences may enhance the partici-
pation of persons with different needs for support and
challenges. Users’ experiences should have an inﬂuence on
community mental health work on the ground level as
well as on service development. These levels of user par-
ticipation are equally important to develop within com-
munity mental health services. Hopefully, such processes
may also support the social inclusion of people with mental
health problems as a group in society.
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Community mental health centres: A qualitative
study of professionals’ experiences
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ABSTRACT: This article presents ﬁndings from a qualitative study of mental health work in com-
munity mental health centres with a multiprofessional workforce and aims of active user participation
in the service. User participation implies collaborative relationships and different roles than that of
expert professionals and dependent patients. How do professionals working in these services experi-
ence their work and professional role? This question was explored in order to highlight important
aspects of community mental health work. A group of six experienced professionals from three
community mental health centres in a Norwegian city were interviewed twice. The informants high-
lighted the complexity of community mental health work and the need to be ﬂexible when working to
support people with mental health problems in their everyday life situation. To see the service users as
people and to facilitate social interaction was important. Their work was described as ‘liberating’
compared to working in institutions. However, although in their experience they found that profes-
sional knowledge and skills were important in their work situation, all had experienced that this was
not always acknowledged by professionals in other services.
KEY WORDS: community mental health centres, professionals’ experiences, work role.
INTRODUCTION
The encouragement for active user participation in the
development of mental health policy has seen an
increased focus on collaboration and the development of
partnerships between service users and professionals
within community mental health services (Dowling et al.
2004; Jubb-Shanley & Shanley 2007; Roper & Happell
2007; Rose 2003; Shanley et al. 2003; Sharkey 2002).
According to Davidson (2005), help, such as treatment or
medication, is only one part of maintaining wellness and
recovery. Supporting people with mental health problems
in their daily lives requires a broad perspective, including
psychosocial rehabilitation, user involvement, and a
person-centred approach (Anthony et al. 2002; Corrigan
et al. 2008; Davidson 2005; Hellzén & Asplund 2006;
Lauder et al. 2006; Spaniol et al. 1997). Discussing
‘empowerment’, Masterton and Owen (2006) highlight
the necessity to develop collaborative partnerships
between professionals and service users, allowing users of
mental health services to deﬁne their own situations and
set the agenda for their care and treatment.
Mental health policy, the organization of services and
the prevailing ideology are all part of the framework that
surrounds and inﬂuences community mental health work
and the relationships between service users and profes-
sionals (see Prior 1993). The roles of service users and
professionals are developed through interaction within
practical contexts. Lipsky (1980), for example, developed
the concept of ‘street level bureaucrats’ when describing
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professionals’ important role as gatekeepers in their face-
to-face encounters with clients, arguing that their roles
must be examined in order to understand the implemen-
tation of public policy. Changing relationships from tra-
ditional roles as experts versus passive recipients of care
towards collaborating partners imply less control and
power for mental health professionals and more control
and responsibility for service users. According to Manning
et al. (2000, p. 134), the most important lesson learnt from
a resource centre based on empowerment theory has
been that the professionals have to ‘learn to let go of
power gracefully’, while ‘consumers must learn to handle
power’. Roper and Happell (2007, p. 85) highlight the
important role of psychiatric nurses in ensuring opportu-
nities for genuine user participation; however, ‘the litera-
ture suggests that this role is not always realized in
practice’. Wilson et al. (2006; 2007) ask whether some
health professionals might feel their sense of professional
responsibility and accountability threatened when dealing
with increasingly active patients.
Following the deinstitutionalization of mental health
services, an important question is whether community
mental health work is developing a new knowledge base
and new roles or if traditions based on treatment within
institutions still prevails. In a study of staff involved in
the transition from a psychiatric hospital to community-
based services, Carpenter et al. (2000, p. 211) found
‘very signiﬁcant changes’ towards more community-
oriented practices reported after 1 year of working in the
new services. Community mental health nurses have
identiﬁed the concept of ‘quality of life’ (Clark 2004),
as well as the principle of patients’ rights to self-
determination (Høgberg et al. 2006) as central to their
practice. It has also been identiﬁed that nurses working
in community mental health services and rehabilitation
settings (Bertram & Stickley 2005; Hellzén 2004;
Hellzén & Asplund 2006) display paternalism and a lack
of person orientation. Lilja and Hellzén (2008, p. 284)
interpreted former inpatients’ experiences from psychi-
atric care as ‘a struggle for dignity in the face of discrimi-
nation and rejection’. Based on a study of ‘rehabilitation
relationships’, Finaret and Shor (2006) identiﬁed a need
for ﬂexibility and professional knowledge in psychiatric
rehabilitation services, concluding that, as the ﬁeld of
mental health is in a process of change, psychiatric reha-
bilitation needs to be studied as a unique area of prac-
tice. Research based on mental health service users’
experiences have identiﬁed professionals’ interpersonal
skills, experience, person orientation (Adam et al. 2003;
Scanlon 2006), and ‘recovery orientation’ (Borg & Kris-
tiansen 2004) to be helpful. Happell (2008a,b) identiﬁed
support from staff and peers as inﬂuential factors for
recovery, and isolation and lack of safety and security as
barriers. To receive professional help without being sub-
jected to control was appreciated by the service users
interviewed in another part of the present research
project (Elstad & Kristiansen 2009).
The development of community mental health work
on the ground level, including the competencies and skills
that are necessary to support user participation, needs to
be clariﬁed (Mental Health Commission New Zealand
2002). Changes that have occurred in mental health
policy and organization demand a shift in mental health
professionals’ work roles towards more collaborative
relationships with service users. How do professionals
working in community mental health services with aims of
increased user participation describe their work and pro-
fessional role? The aim of this study is to explore such
questions, based on the experiences of professionals
working in multiprofessional community mental health
centres called ‘meeting places’.
METHOD
The aim of this study was to explore professionals’ expe-
riences of their work and professional role, in order to
highlight important aspects of contemporary community
mental health work. Group interviews, inspired by focus
group methodology (Kitzinger 2005) and a ‘multistage
focus group’ approach (Granerud & Severinsson 2007;
Hummelvoll 2008), were chosen as the data collection
method. Collecting data through focus groups is consid-
ered to be a fruitful research method when aiming to
illuminate experiences and attitudes. A research topic is
explored through interaction between people purposively
selected for their experiences with the research topic
(Kitzinger 2005; Krueger & Casey 2000). In this study,
focus group methodology was considered to be a useful
approach in order to explore different aspects of commu-
nity mental health work based on the experiences of pro-
fessionals. According to Kitzinger (2005), attention to
group interaction should be part of focus group method-
ology, but the relative weight given to the text and obser-
vations vary between different analytic perspectives.
Although the main focus in this study is on the content of
the informants’ discussions and responses, issues of con-
sensus and variation within the group are included in the
ﬁndings. The study is part of a research project based on
ﬁeldwork, including participant observation and indi-
vidual interviews with service users, which were con-
ducted within three community mental health centres in
a Norwegian city. Field notes based on the ﬁrst author’s
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observations and reﬂections about the professional role in
these settings provided background knowledge for the
development of the present study (see Hammersley &
Atkinson 2007).
Ethical issues
The research project was approved by the Regional Com-
mittee for Medical Research Ethics in Mid-Norway and
the Norwegian Social Science Data Services. The medical
ofﬁcer in charge of the service permitted access to the
setting. Information rounds for service users and staff were
conducted as a process during ﬁeldwork at all three
centres, and written information about the research
project was handed out and put up on information boards.
The informants gave their written informed consent
beforehand and are referred to by letters (A–F) in order to
be both anonymous and sex neutral. For the same reason,
only the age range within the group is presented. The
professionals interviewed in this study represent more
than one-third of the employees in this particular service.
To preserve anonymity, the number of informants repre-
senting each profession is not included in this paper.
Study context
The study was conducted within three centres, which are
part of the municipal community mental health services in
a Norwegian city of approximately 150 000 citizens. The
centres are located in residential or business areas within
or close to the city centre, and are called ‘meeting places’
for people with mental illness living in the community.
According to the municipal mental health service plan,
central aims for the centres are to support service users in
their everyday life situation and to enhance their personal
growth, conﬁdence, and feelings of safety in their social
environment. Some visit the centres most days, while
others drop in occasionally, and although participation in
activities is encouraged, it is not a prerequisite for using the
service. There are no intake procedures and no medical
records are kept at the centres. The centres have a multi-
professional workforce that aim to provide a variety of
professional knowledge in order to support people with
mental health problems in their daily life situations. The
professionals do similar work, but also aim to employ their
particular professional knowledge and skills according to
the situation and individual service users’ needs. Service
users’ social inclusion in their community, as well as user
participation in shaping the service, is a central aim. Such
aims are in line with contemporary community mental
health services in many countries (WHO 2001). The ﬁnd-
ings from this study should, therefore, have relevance
outside of its local context.
Participants and procedure
In order to recruit people experienced in mental health
work to reﬂect upon their own practice, the selection
criteria for this study were: (i) to have worked at one of
the centres for 1 year or more; and (ii) to have previous
experience from working in an institution. Five women
and one man, aged 40–60 years, volunteered to be inter-
viewed. The group of informants represented the dis-
ciplines of occupational therapy, nursing, and social
education, either on the upper secondary or university
college level. All six had an additional 1 year or more of
specialized education, most in mental health work. Their
work experience at the centres ranged from 4 to 10 years,
with an average of 7 years. Previous work experiences
included psychiatric hospitals, nursing homes, and insti-
tutions for people with learning disabilities, ranging from
8 to 18 years, with an average of 14 years.
The same group was interviewed twice in the spring of
2006. Both interviews took place at one of the centres and
were conducted by the ﬁrst author. A colleague partici-
pated as an observer during the ﬁrst interview and in the
preliminary analysis and preparations for the second
interview. Each interview lasted for 1.5–2 hours. An open
topic guide was used in order to facilitate group discus-
sions, as well as keep focus on the main research question:
Could you describe your work at the centres? Both inter-
views were taperecorded and transcribed by the ﬁrst
author. The informants read the interview transcripts
after they had been translated from an oral to a more
verbatim language. This was to ensure that the partici-
pants’ meanings had not been altered during this process
and to safeguard anonymity within the research context.
In addition, this procedure facilitated a relatively open
research process.
Data analysis
During the interviews, the ﬁrst author asked clarifying
questions to determine that the informants’ meanings
were fully understood. According to Kvale (1996), this is
an early analytic step. The interview responses were tran-
scribed and then modiﬁed for correct grammar, while
ensuring the meaning was unaltered (Kvale 1996). The
full text from the ﬁrst interview was read several times and
notes were written down, in order to obtain an overview
and early understanding. Second, the whole text was read
line by line, identifying and marking out preliminary
themes. These themes were summarized and presented
orally to the participants at the start of the second group
interview. The second interview was conducted and ana-
lyzed similarly. Following this, both interviews were ﬁrst
read through and then the full text was searched for
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themes that illuminated the informants’ experiences from
their work and of their professional role. These themes
were then categorized and developed into higher-order
themes, which serve as headings in the presentation of the
results from the study. Finally, the full text from both
interviews was read, checking that the identiﬁed themes
covered the main issues from the informants’ discussions
and individual responses.
RESULTS
To explore the informants’ own descriptions and discus-
sions based on their experiences, the interviews started
with the following, broad research question: Could you
describe your work at the centres? Other topics related to
how they experienced their professional role. The main
themes developed in the analysis were: (i) to be consult-
ants, supporters, and carers in daily life; (ii) to really see
the person and facilitate social contact; (iii) a liberating
role; and (iv) expectations from and attitudes of other
health-care professionals. The ﬁrst two themes present
the group of informants’ descriptions of their work, while
the next two relate to the professional role. The ﬁndings
are illustrated by extracts from the group’s discussions
and some individual responses.
To be consultants, supporters, and carers in
daily life
An important theme in the informants’ discussion was the
varied nature of the job. Being ready to respond and give
support at the spur of the moment and according to dif-
ferent people’s needs was highlighted as an important
part of their work. This meant that they had to be ﬂexible
and use non-bureaucratic solutions in order to help
sustain an independent life situation in the community for
service users. ‘Support’ was described as practical help, as
well as problem solving related to social relationships and
more emotional day-to-day experiences. Responding to
the main research question: Could you describe your
work at the centres? One informant (A) spontaneously
answered: ‘Everything! We are a kind of consultants for
most things in everyday life’. This theme was further
explored in the interview, as illustrated by this extract
from the discussion:
D: I agree . . . we deal with everything that goes on in
people’s daily lives . . . there are not many who come to us
with the things that go well. It is very much about
problem solving of some kind.
A: Yes, and I think that it is often about things that are
experienced as very big problems in the user’s life there
and then, but once we sit down and relax, and you tell the
person that it is really just to make a phone call and then
you can get this sorted out quite easily . . . It may feel like
a big problem when they come here in the morning,
saying that they should have paid their bill yesterday, but
we can calm down the situation by helping them to make
a call, asking if it is ok to pay the next day, and then it is
all ok.
E: These can be things that we may think of as small, but
they are not small matters for those who are not able to do
them. We need to understand what it is that sometimes
make things so difﬁcult to handle.
During the ﬁeld study, the ﬁrst author observed how
professionals participated in ‘daily talk’ at the centres as
ordinary conversation partners, but also often seemed
to consciously focus on subjects that enabled users to
show their resources. In the interview, the informants
described how ordinary conversations often would
contain therapeutic support. Although they felt that their
work contained elements of both rehabilitation and milieu
therapy, the group agreed that mental health work at the
centres lacked a clear deﬁnition.
To really see the person and facilitate
social contact
A further central theme in the focus group discussion was
about seeing individual users as people and making sure
that they felt welcome. According to one participant (F),
this could be as simple as ‘showing that you really see the
person who comes in through the door’. Others under-
lined and elaborated upon this:
B: I am conscious of greeting people by their name, so
that each person feels especially welcome.
E: Yes, this is essential. It is what we teach all students
that come here, too . . . to stop for a few seconds and to
look at the person . . . not to just say ‘hello’ and walk away.
In addition to being conscious about seeing and
greeting each person, the informants all agreed that to
enhance service users’ self-esteem by focusing upon their
resources was a very important part of their work. As B
put it:
To facilitate situations where people can experience that
they cope with things, so they can grow through the chal-
lenges that they get . . . and that this may strengthen their
self-esteem . . . I think that this is a very important part of
what we do. We have very many examples of this through
the years: people have been strengthened by participating
at the centre and getting challenges that are appropriate.
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It was important that the professionals were present in
the social environment, as it was their responsibility to
facilitate active participation and social inclusion for all
users. An important part of this work was described as
knowing when to intervene in a social situation and when
to withdraw from it. A statement from one informant;
which was followed by agreement from the rest of the
group and a lively discussion, serves as an illustration:
B: I think that the centre ﬁrst and foremost is a social
meeting-place, where a primary aim is that people shall
get contact with one another and us that work there . . . I
often think that the service users may become too inter-
ested in us, as if all conversation should go through us.
Then it is important to try to help include others, so that
the conversation can go more across . . . not just back and
forwards between us and the users, and when the talking
ﬂows easily and people have good contact . . . then we can
be conscious about withdrawing a little from the situation
because there and then there is no need for us.
A liberating role
One question posed to the group was how they experi-
enced working at the centres compared to their previous
experiences of working in institutions. One informant told
the following story about starting to work at the centre
after working for a number of years in psychiatric hospi-
tals and being accustomed to reading medical journals
and attending treatment meetings:
B: It was about ‘getting under people’s skin’: knowing
almost all about their lives before you met them. Here, we
do not read any journals or documents. We do not have
access to these. So to have to meet the users without
knowing anything about them was an unusual situation
and a great challenge for me, but this has been a very
good experience . . . the person has become much more
visible for me. Before they were in a way patients, but
here things became different; you saw the person and not
the symptoms or a diagnosis. . . . When you are not seen
as a ‘case’, your resources are more visible, but I can still
use my professional knowledge to understand the person
without necessarily reading any journal and this has been
a very valuable experience for me. (Exclamations of agree-
ment from the rest of the group.)
D: I agree. It is very liberating not to know anything about
the users before they come here.
B: I think this can be about learned helplessness, as well
as having low expectations towards the person. You
become a bit blind when you work in an institution. We
see this clearly when people come to us, who are con-
nected to a psychiatric institution. For example, one user
is obviously not permitted to have control over his money.
If he is going to pay for something, he gives us an enve-
lope with the money inside. This is stigmatizing. It is
important to have a purse and be able to handle one’s own
money.
This discussion then focussed on the relationship
between service users and professionals in an institutional
setting compared to a community mental health setting.
Although their previous work experiences from psychiat-
ric institutions varied, there was a consensus in the group
that working outside of institutions provided opportuni-
ties for more egalitarian and person-oriented relation-
ships between service users and professionals. Informant
E described experiencing a gradual process of learning to
let go of control and to let service users take more respon-
sibility this way:
I am not sure if I would have been able to work at this
centre if I had not had work experience from the local
psychiatric institution beforehand. I came there from
working in a locked ward where you had learned to
behave in a certain way . . . a very special environment
within psychiatry, where you took all responsibility.
Expectations from and attitudes of
other professionals
A topic by the researcher was introduced to examine what
professionals in other mental health services expected
from them. This question was followed by a discussion
where the informants gave examples of high and low
expectations from other professionals in institutions, as
well as in primary care: high expectations that they should
solve problems there and then, but sometimes low expec-
tations towards and views about their professional knowl-
edge and experience. All the informants described
situations where they were met by great expectations, as
the following example illustrates:
C: It is often like this at our centre now . . . that we are
expected to solve everything. Even if service users are
very ill, it is expected that we shall handle the situation
. . . then you make a lot of phone calls, and you can’t get
help. . . .
B: . . . They drive someone to the centre, a person who is
unwell . . . for example, on a Friday at 2.00 PM.
Researcher: Are these tasks deﬁned as the responsibility
of the centres?
B: No, no it’s not. It probably has more to do with the fact
that primary care sometimes is in a pressurized situation
. . . and then they pass the problem on.
However, when contacting other services on behalf of
users who needed more help, they sometimes felt that
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they were not taken seriously as professionals, an attitude
exempliﬁed this way by A: ‘You who work at a community
mental health centre, you don’t know anything about this’.
This experience of not always being recognized as a
knowledgeable mental health worker was shared. Such
attitudes could come from professionals working in psy-
chiatric hospitals, as well as in other parts of primary care.
As participant B put it:
Many have a one-dimensional view of the centres, but this
is a very exciting workplace, which gives us great oppor-
tunities to get to know people and to do something posi-
tive in their everyday lives.
The interviewer asked if they felt that there was a
difference in status between specialist psychiatric services
and community care. This was conﬁrmed by all the infor-
mants. One (A) commented: ‘Yes, low threshold services
and low status, you know’. However, when meeting pro-
fessionals from other services face-to-face together with a
service user, some found that they were taken more seri-
ously. When asked whether working to enhance user par-
ticipation could imply a work role that others viewed as
less ‘professional’, A said:
Yes, and his is a very important issue. This is what we
experience daily from some professionals who work
within treatment or rehabilitation, which we are not sup-
posed to be doing and that may be the reason for this view
of our work. We have a different role. We are more on the
same level as the users and this is the way we work. Our
professional knowledge is still with us, but we do not show
it all the time in our work-role. . . . This may be the reason
why some others who work in institutions or with indi-
vidual treatment sometimes don’t see what we are doing
and why some don’t think that we have any professional
knowledge.
F: Yes, we don’t show our knowledge in the same way,
that’s what lies behind these attitudes . . . and we don’t
document what we do . . . so there is nothing written left
behind by us.
Following this discussion, the informants appeared
thoughtful. D said: ‘By stating so clearly that we do not do
treatment, I think maybe we have reduced our status’.
B: But I think this has to do with the fact that we decided
that these centres should be places where the users could
come without feeling that they were being observed
. . . which is important because they are observed in all
other parts of the system.
Researcher: If you were to start documenting in the same
way, as it is done in other parts of mental health services,
what would happen?
F: Many of the service users would then stop coming.
This remark was followed by E, who made a comment
that some service users recently had complained about
being ‘observed’ by students visiting one of the centres.
DISCUSSION
This study’s aim was to add to a knowledge base about
community mental health work and the professional role
in community mental health centres, based on the expe-
riences of professionals within a service with a ﬂexible
organization and aims of active user participation. The
two main themes explored were how professionals in
community mental health centres described their work
and their professional role. The informants actively dis-
cussed and openly shared their experiences, giving several
examples from their work situations.
Methodological considerations
As with other qualitative research, the ﬁndings from this
study cannot be generalized in a traditional sense. The
study was conducted in a context with relatively few
employees, and only one group of professionals was inter-
viewed, both for pragmatic and for methodological
reasons. In our experience, the two-stage interview pro-
cedure combined with background knowledge from par-
ticipant observation facilitated an in-depth exploration of
important aspects of community mental health work. This
study was conducted in an urban area. Professionals
working in community mental health services in rural
areas may have different work experiences. Findings from
this study cannot be directly compared to professionals’
experiences from community mental health centres in
general, as the organization of these services vary between
countries. As illustrated in the introduction to this article,
user participation and collaboration between service users
and professionals are central aims for the mental health
policy of many countries. Along with studies from other
countries with similar aims, and with both similar and
different ways of organizing services, this study could add
to a knowledge base about the professional role in com-
munity mental health services.
Discussion of the ﬁndings
These centres or ‘meeting-places’ differ from more tradi-
tional services in that they have a ‘low threshold’ organi-
zation with aims of supporting people with mental health
problems in their daily life, as well as increasing users’
inﬂuence and participation in the service itself. This
implied a varied and sometimes unpredictable work
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situation, which one group participant described as
being ‘consultants in everyday living’. The work role was
described as ‘liberating’, allowing for a more person-
centred approach, as well as more egalitarian relation-
ships between professionals and users than in their
previous experiences from working in institutions. In line
with ﬁndings from a study examining ‘rehabilitation rela-
tionships’ (Finaret & Shor 2006), the informants in this
study highlighted the complexity of their work, conclud-
ing that ﬂexibility, experience, and professional knowl-
edge was important. Professionals’ experience and
interpersonal skills along with a person orientation have
also been reported as helpful by mental health service
users (Adam et al. 2003; Scanlon 2006). Schøn (1991)
argued that professionals need to pay attention to the
contextual circumstances of people’s lives and to ‘reﬂect
in action’ based on their experience when interacting face
to face with clients. This is in line with other authors’
claims about the importance of expert skills, ‘tacit knowl-
edge’, and improvisation (Alterhaug 2004; Benner 1984;
Dreyfus & Dreyfus 2005; Polanyi 1967).
A further main focus in the informants’ discussions was
their responsibility as professionals to develop and main-
tain a milieu that felt safe and welcoming, so that each
service user has a voice and participates socially. This
included knowing when to intervene and when to with-
draw from social situations in order to allow users to take
the lead. A main observation during the ﬁeld study was
that, in these services, there seemed to be more interac-
tion between users and professionals compared to more
traditional services. The informants also described their
work as different from work in institutional settings.
Informants B and E, for example, described changes in
their work roles when leaving the framework of the insti-
tution to work in the community mental health centres.
Both described experiences of having to let go of control,
which seemed stressful at ﬁrst and later liberating. This
shift, from an ‘expert role’ towards more egalitarian rela-
tionships meant that service users became more visible as
persons, as opposed to ‘cases’. This supports ﬁndings from
a study by Carpenter et al. (2000), showing changes
towards ‘community-oriented practices’ among staff who
had previously worked in psychiatric hospitals.
As pointed out in the introduction to this article, col-
laboration between service users and professionals are
central aims in the mental health policy of many countries
(Dowling et al. 2004; Jubb-Shanley & Shanley 2007;
Roper & Happell 2007; Rose 2003; Shanley et al. 2003;
Sharkey 2002). Despite this, the informants in this study
found that they were not always acknowledged as profes-
sionals by colleagues in other services. They discussed this
as a possible consequence of not entering an expert role,
which included not observing and writing about the
service users. According to informant B, service users
should be able to use these centres without feeling that
they were being observed, and informant F believed that
many users would stop coming if they started document-
ing the way this is done in other services. These ﬁndings
suggest that attempts to create collaborative relationships
by not entering an ‘expert role’ versus service users can
contribute to being seen as less professional by colleagues
in other services. This is a surprising ﬁnding, considering
that increased user participation has long been an aim in
the mental health policy of several countries.
CONCLUSION
Creating more collaborative relationships between users
and professionals can be a step towards developing
mental health services that support community integra-
tion, participation, and social inclusion for persons with
long-term mental health problems. It is important to
further develop a knowledge base about the skills and
experience needed to ﬁll professional roles within such
services. Findings from this study highlight some aspects
of this work, like the need for ﬂexibility, a person-centred
approach, and the ability to create a social milieu that
encourage user participation. The ﬁndings also suggest
that professionals in other parts of health and social ser-
vices should gain more knowledge about mental health
work in community mental health centres, which has
been reported as important by persons with mental health
problems living in the community. This study was con-
ducted in an urban area and did not focus on interprofes-
sional issues. Future studies should explore community
mental health work in rural areas, as well as the profes-
sional role in multiprofessional environments.
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